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O CAUTERY—cheap or expen- 
sive—with or without merit— 
is any better than its heat-retaining 
qualities. 
Any doctor—who knows his tech- 
nique—will confirm the fact that 
notwithstanding so-called 
“catch” phrases in adver.ising—if 
the cautery has not the heat capacity 
. if it is not constructed to main- 
tain reasonably uniform heat... 


IT FAILS IN ITS PURPOSE. 


There: never was manufactured an 
actual cautery that did not radiate 
or transmit HEAT (claims to the 


contrary) beyond the working tip, 
Anyone can make a hot tip but if 
the heat reserve is not there it can. 
not perform its required duty 


Most complaints of heat radiation 
are found in the treatment of endo. 
cervicitis. The FERGUSON cylin. 
drical speculum in Pyrex or hard 
rubber solves the doctor’s 
from this angle. 

POST CAUTERY is standard equip- 
ment in many thousands of offices 
and hospitals both here and in 
eighteen foreign countries 


problem 
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CYSTICERCUS OF THE BRAIN 


By SAMUEL S. ALLEN, M.D 
Harotp W. Lovett, M.D 
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ALLEN AND LOVELL 


amined microscopically, the embryo is seen to have a head possessii 
rudimentary suckers and a double row of hooklets, resembling the 
the adult parasite. Irom the time the ovum is introduced into th 
until the cysticercus is fully developed requires about three months 
Infection by the cysticercus may take place by the ingestion ot 
on contaminated articles of food, by auto-infection in an individual 
the Tenia solium in the intestine by uncleanliness in toilet habit 
regurgitation from the intestine into the stomach by reverse peristal 
vomiting. The parasite passes through the wall of the stomach by u 
hooklets, probably entering the blood-stream and being disseminat: 
parts of the body. The organs most frequently invaded are the e 


1 
} 


e muscles, skin and su 


and spinal cord, including the meninges, tl 
tissue. 

In the present paper two cases of cysticercus of the brain ar 
one, a solitary cyst producing a secondary type of hydrocephalus a1 


death; the other, a generalized infection of one cerebral hemispl 
ducing the symptoms of brain tumor. 
Case I.—N. A., male, aged twenty-three vears, was admitted to the [ 


Michigan Hospital as an emergency case m @ semi-comatose condit! 


previously he had complained of headache which became progressively w 





and attacks of projectile vomiting occurred the second day. On th 
drowsiness and mental confusion accompanied the increasing severity t 
he went to bed and sumaoned his famil; physician. Shortly ther: 
quite stuporous and was removed on the following day to the hospital 

Upon arrival he appear:d drowsy, and, although disoriented as t 
he responded correctly to some questioning. The pupils were equal, re 
acted readily to light and in accommodation. Except for a bilateral si 
weakness the extraocular movements were normal. The remaining crania 
intact. There was no mystagmus nor strabismus The ocular fundi wer 
hyperemic but there was no actual choking of the optic discs The te 
were active but equal on the two sides Ankle clonus was well sustain 
There was no patellar clonus The Babinski and other pyramidal tra 
not elicited. Sense of motion and position of the toes was retained 
atrophies, deformities, paralyses nor muscle tremors. Neither was t 
any ataxia or adiadokokinesis. The objective sensory examination ( 
tive. The temperature and respirations were normal. The pulse rat 
minute. 

Shortly after admission, the patient began to have generalized muscu 
followed by severe convulsions \ few moments later his pulse could 
and respirations ceased \ttempts to revive him were futil 

The post-mortem examination showed a marked internal hydrocep! 
by a spherical, thin-walled, cystic tumor blocking the posterior part 
ventricle. The cyst measured 2 centimetres in diameter and was sus] 
ventricular roof. Both lateral and third ventricles were greatly dilated 
very cedematous but no evidence of degeneration was present The ren 
examination showed nothing of interest. 

Microscopical studies proved the tumor to be a cysticercus cyst showit 





istic budding cells but no hooklets. Its origin was probably the choroid pl 
. dence of the infestation was found elsewhere in the body 

' Case II.—M. B., female, aged seventeen years, was admitted on Septe1 
2 
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to the University of Michigan Hospital complaining of headache, dizziness, fa 


and backache. Two months before, she had developed a sore throat followe 
and fever, headache, and pain in the back. These symptoms persisted for 
Her family physician advised a tonsillectomy which was done Phere 
provement. Her vision then became noticeably impaired, and the head 
were localized to the frontal and occipital regions, grew much worse 
turbance progressed rapidly About two weeks before admission she | 


attacks of numbness and twitching of the right arm and the right sick 
Vertigo was also frequent There had been no gastro-intestinal symptor 


The patient was born and reared in Austria, having emigrated to th 





Fic. 2.—Lateral réntgenogram demonstrating diastasis of ronal and 

evidence of a localized lesior (Case I] 
only five months before coming to the hospital. Her health had al 
until the onset of this illness. The family history was irrelevant 


The girl was able to speak but little English. She seemed, how: 


1 


and cooperative. The skin and appendages were normal. The valpebral 


equal. The pupils were equal and reacted normally to light and ir 


The extraocular movements were normal except for nystagmus on late 


of the eyes to the left. The nystagmus was more pronounced in the left 
eye. The corneal reflexes were active. A papilleedema of four diopters 
in each eye. There was no facial weakness and the tongue protruded 
without tremor. The tendon reflexes were more active on the right than t 


The umbilical reflexes were absent on the right Occasionally suggest 


tract signs could be elicited in the right lower extremity. These were 
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Complete recovery occurred in four cases, partial recovery in two 
himself reported three cases, in two of which a diagnosis of cyst 
] 
excision of a spinal cord tumor which proved to be cysticercus 
Progress in sanitation is gradually exterminating the parasit 
United States. Price" states that it is considered a “find” to 
in the swine of Texas, and that it is usually found in counties 
large Negro or Mexican population. In the Philippine Islands’ tl 
of infected pigs is astounding, for in 1921, one infected pig wa 
every ninety-one which were examined. Rather paradoxical is tl 
of infection in man, however, for in Manila, in twelve thousat 
only two cases were found. In Germany, although the inciden 


is much lower, that in man is considerably greater,'* a situation \ 


for many other European countries as well. Quite a few cases 
reported in British soldiers who had seen service in India, and 
who had recently been in foreign countries." 

The two types of cysticercus infections of the brain are report 
first case, that of a solitary cyst obstructing the aqueduct of S 


location of the tumor could have been made by ventriculograpl 


might have been removed by operation, but sudden death, so ¢! 


of tumors of the third ventricle, prevented even the making of 
In the second case, that of generalized cysticercosis of the brai 
toms were those of a brain tumor localized to one region of the cet 
is believed that operation, by ameliorating the acute symptoms 
least a good temporary result, and made recovery possible. Thi 
pression relieved the most acute pressure stage, and since progr 
provement has thus far followed the operation it is quite likel 
continue. The probability of further improvement is enhanced 
fact that the patient, now living in the United States and not | 


adult parasite in the intestine, will not be subject to further infest 
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the fourth ventricle was made before operation. Kimpton!’ report 





CHONDROMA OF THE INTERVERTEBRAL DISKS 


By Bernarp J. Atpers, M.D., Francis C. Grant, M.D 
AND J. C. Yasxkin, M.D. 
or Purtapevputa, Pa. 


FROM THE SURGICAL WARDS OF THRE GRADUATE HOSPITAL, AND THE NEUROSURGICAL LABO! 


UNIVERSITY HOSPITAL OF PHILADELPHIA 

IN THE past five years there has come into prominence a cl 
pathological entity which has hitherto remained more or less unre: 
This has been described variously as chondroma or enchondroma of t! 
vertebral disks, fibrocartilaginous extensions of the disk, and cartilag 
All probably refer to the same process, but as yet there is no genet 
ment concerning the true nature of these conditions. The entit 
tion consists of small cartilaginous extensions into the spinal canal 
compression of the spinal cord. It is readily amenable to surgical 
We have recently had the opportunity of studying such a case, an 
the subject is young and the occurrence of such tumors important 
nize, we wish to record the case in point. 

Intervertebral Disk Extensions: What They Are-—Extensions 
tervertebral disk cartilages are of two types: (1) Extensions into 
bral bodies, and (2) extensions into the spinal canal. The exte: 
the bodies of the vertebre need not concern us. They hav 
described by Schmorl,’ and produce no neurological symptoms 
are aware. 

The extension of the intervertebral disks into the spinal canal 
are of great importance. They are accompanied by evidences of 
sion of the spinal cord, and their removal is attended by very e1 
results. Leaving aside for the moment the question of the etiolog 
disk extensions, something may be said of their gross structure 
small, cartilaginous extensions of the intervertebral cartilages 


usually to one side or another of the mid-line, most often on th 


firmly anchored to the disk as a rule, and appear on the ventral as} 
spinal canal. In a few instances they have been very loosely 
could be picked out easily with forceps (Dandy*). These proj 
firm, discrete, sometimes hard, and are usually covered with a sheet 
under which they form a more or less prominent intraspinal 
Their situation varies. Many have been reported in the lumbar r 
many also are found in the cervical portion of the spinal canal 
Elsberg*). The clinical symptoms to which they give rise vary, 
with the level of the cord compression, and with the area of cord 
compressed. 

Attention was first called to these tumors by Stookey in 1928 
had reported a few years previously the extension of small cartil 
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eral hours latet1 she devel ( tiie mall of her ba > me ll ‘ 
ieft leg, which begal iM ear atter the tall he 
first intermittent, later became almost constant It was paroy nal, be 
region of the lett hip and idiiat \ the back of the thigh into the | 
the pain was so severe that s found it necessary to assume the k1 
order to obtain reliet Short! ifter the development of her pain she bi 
weakness in the lett leg, and at the time of the entrance into the hospital 
to walk without a lim right leg was singularly free from pa 
course of her illness. Within recent weeks she began to notice 
left leg 

\ neurological examination revealed the weakness of the left leg t 
cles of the thigh, lege and f vement t the eft le caused | ) 

7? 

- . 
. 


a 
' 
Ss 
© 
Fi 2 [he cartil t 
cellular f ns 
Fr 2 On the 
i be tr ed in the 
ells cat e seen it 
extending from the sol 


heat 


active, and both patella 


to touch, pin-prick, 


reflexes were absent 


Repeated examinations cot 


were nevertheless distin 
was probably extradural 
at 1 
A lumbar punctur: 
tests 


lesion, probably 8 


routine were negati 
the 


campiodol injection was « 


long duration of 


st pped opposite the body 


bilateral 


illn 





| 
HH 
Ha t 
| this 
He 
f ¢] + + the level of 7J SS, there Va 
and cold The left Achilles reflex wa ADs« 
I ind arn reflexes were active and e il 
| There was a positive Lasegu 
firmed the sensory findings noted ab W hil 
t t s felt that the patient had a cauda « 
nd iefly on the left side, but that there 
was performed and no subarachnoid block cd 
ve secause of the indefiniteness of the clinical 
ess—three years—with relatively few clinica 
lone X-ray after this injection showed that th 
y of the third lumbar vertebra. In spite of all 
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that they are even more frequent than this. In Elsberg’s second 
cord tumors there were fourteen ventral chondromas. 

Trauma seems to play an important rdle in their production 
investigators have found that trauma could be demonstrated in thet 
The importance of trauma as an etiological factor has been denied, | 
both by Stookey and Elsberg. The former states that “no history ot 
or of any special occupational activity requiring continuous move! 
strain on the cervical vertebrz could be established.” In the follow1 
some idea of the incidence of trauma can be gleaned from the 
cases. Twenty-nine reported cases are included in this table, and 


trauma has been reported in only five instances. 


TABLE | 
I " of Trauma 
Author Nature of Traun 
Stookey None 
Elsberg None 
Schmorl None 
\lajouanine and Petit-Dutaillis None 
Dandy (1) Severe jolt in riding horsel 


(2) Strain while pushing automobil 


Bucy Lifting heavy piece of iron 
Alpers, Grant and Yaskin Severe fall on coccyx 
Crouzon, Petit-Dutaillis and Fall on back from height of four met 


Christophe 


There are two reasons why trauma has not been report 
quently in the recorded cases: First of all, no effort has been mack 
mine specifically whether trauma occurred, and then again, its 
in the history may have been of so insignificant a nature as to be dis! 
Unless the réle of trauma in the causation of the disorders under 
is realized, this factor may readily be overlooked. Often it is ne 
obtain a history of trauma in retrospect, and experience seems to 
often such a history is obtainable. In our case the entire sympt 
was directly traceable to the blow, a sudden, severe fall on the coc 
a direct and logical connection does not seem to be common 
cases in which trauma has been a factor in the disease, it has beet 
and has usually been sudden and severe, the result of an unusual 
the muscles of the back. 

Prolonged minor traumata are also held responsible by some 
for the condition. Their relation to the disk growths is less certat 
trauma plays an important part in the production of the condition u 
cussion: it may not be responsible in all instances, but it is a striki; 
in some, and in our opinion is more frequent than can be demonst1 
a perusal of the reported cases. 

Moreover, these disk extensions are found most commonly in thos 
tions of the spinal canal which are subject to greatest trauma and to most 
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to a yellowish-gray structure through the membranes mentioned 


Usually they are firmly anchored to the intervertebral disk, but si 


about 50 per cent. of cases these growths are multiple, and it is 


It is presumed (Schmorl, Andra, Sashin) that the intervertel 
extensions represent a prolapse of the nucleus pulposus, secondary 
in the annulus fibrosus. “As a result of a severe trauma or deg 


changes of the annulus fibrosus, an avenue may be established for tl 


sion of the expansile fibres (of the nucleus pulposus) against the 


always intact annulus fibrosus between them. In some instances it 
possible to demonstrate a tear in the annulus fibrosus at necropsy 
The tumors, however, are composed usually of fibrocartilage, 
respect resemble much more closely the annulus fibrosus rather 
nucleus pulposus. It would seem more likely, therefore, that they 
as outgrowths of the fibrocartilaginous annulus fibrosus rather tl! 


the nucleus pulposus, probably in response to trauma which may o1 


signs and symptoms. Only those cases which are large enough 


symptoms come to our attention, but it should not be torgotten tl 


cases of this sort exist without evoking any symptoms during lit 
Furthermore, a routine examination of the posterior portions of 1 
bral bodies at operation would probably revel quite a high incidence 
symptomless hyperplasias 

Histological Character of the Growths——The question aris 


rather than of kind. It is as difficult to determine where an eccl 


hyperostosis and osteoma. Our case exhibited all the evidences 


tilaginous neoplasm. The tumor-cells varied much in size and 


ture cells of a nbroblastic nature from which transitions to the tur 
many of which were multinucleated, could be traced. Bucy’s cas« 


a similar structure, and he considered it a true cartilaginous tumor 





was not certain after a study of his cases that they constituted tru 
and was inclined to believe that they represented ecchondroses 


plasias in the strict histological sense. 


they are found as loose pieces of cartilage (Dandy). Andrz says 


states they were never large enough to cause a spinal-cord compress 


of great interest that in the cases in which he found these excresce1 


some cases, ossification has been observed (Stookey, Robineau,!! Sc] 


longitudinal ligament.” (Sashin.) It seems hardly likely that thi 
case, because in sixteen cases which Andrz found there were no dit 


nections between the disk extension and the nucleus pulposus Phere 


produce a tear in the intervertebral disk. There then results a hypery 


of the cartilage which sometimes reaches a size sufficient to produc: 


| these disk extensions are true tumor growths or whether they ar 


looked upon as ecchondroses. ‘The distinction, after all, is one of! 


ends and a chondroma begins as it is to reach the same decision coi 


in a fibrocartilaginous matrix, and on the borders of the tissue wer 


The size of the growth cannot be a criterion of its neoplastic 
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; 


usually a diminution or loss, by diminution or loss of sensation in the s 
ments affected, and occasionally by sphincteric disturbances ly 

we were able to demonstrate a relaxation of the anal sphincter 
arachnoid block may be present either partial or complete (Bucy, Alper 
Grant). Lipiodol injection is of help in many of these cases. In ou 


f Alajouanit 


the lipiodol stopped at the level of the mass, but in a case « 
Petit-Dutaillis, it failed to reveal the mass. 

One word of caution is necessary concerning the cauda equi 
dromes caused by these tumors. It is more or less a neurological 
cases of bilateral sciatic pain should be loolsed upon as being Cause 
tumor until otherwise proved to the contrary. Cases of unilateral 
disease are not usually considered to be due to tumor. Nevertheless, 
cases of this sort are reported in these series of tumors (Alpers and | 
Alajouanine and Petit-Dutaillis, Crouzon, Petit-Dutaillis and Christ 
It seems advisable to keep in mind the possibility of such a tumor whet 
a history of trauma, followed by backache and unilaterai sciatic pain, 
panied by the objective disturbances detailed above It is a rare 


be sure, but a cause which is readily removed, and with good results 
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PRIMARY HEMANGIOMA OF THE SPIN] 
By Leonarp BaRNarRD,. M.D pn R. G. Van Nuys, M.D 
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These tumors vary greatly in size from that of a pea to compl 
ment of the entire body and pedicle. There is a predominance in 
of two to one. The most common site is in the lower dorsal and upy 
vertebrae, and the early twenties are the most common ages of 
with clinical symptoms 


Differential diagnosis presents the following to be considered 


(A) Tuberculosis—The absence of abscess formation with the att 
and general symptomatology serves to differentiate the moist type Che dry t 
sicca) may present some difficulty, but if it is remembered that hamangi 


cally never results in compression of the body, as well as the characteristi: 


of the réntgenograms, differentiation should not be difficult 


te 
the 


C1 


occur 


on 


(B) Osteomyelitis—The chronic or subacute types will present diff 


the rontgenographical side, but clinical symptomatology should be more 


scess formation will be the ultimate differentiation point.) 

(C) Malignant Tumors—(1) Metastatic carcinoma will be excluded 
covery of the primary focus, the severity of clinical symptoms, the « 
the disease, and the absence of typical destruction, together with the pr 
condition. From the rontgenological standpoint, as well as the clinical, 1 
graphs with fewer but denser lamella in hemangioma clearly differentiat: 
coma, while primarily a rare finding in the spine, could give consider 
and must rest on progress or biopsy for exclusion 

(D). Other Inflammat Processes \mong these actinomycoses 
should be considered, but the clinical picture with a more extensive destru 
their confusion unlikely 

(E) Kummel’s Disease (Pos aumatic Kyphosis) presents a wed 


tebral body with a histery which is suggestive 


All of these can be readily ruled out if the appearance of the r6éntg 


hemangioma is remembered [he presence of a porous appearanc: 


lime content of the lamellze undisturbed or increased, and the absence 
is diagnostic. 


Case I.—Mrs. J. D., twenty-two years of age; Portuguese-Americai 


Referred by Dr. A. Reis, of Oakland 
Complaint.—Recurrent periods of loss of consciousness—-six mont 
back—six months. About six months ago she began having periods 


sciousness, which occurred at irregular intervals with gradually increa 
These have come to be a great source of fear to her and are the reasor 
herself for examination These have been traced to a dislike of her hushar 
not recurred since they have separated There has also been occasior 


low back, which bears no relation to her above complaint or to am 


She can move in all directions without limitation. This pain, she suggests 


been due to striking her back against a table previously 

Married two years ag Menstrual history normal. No pregnancies 
been well. Does not recall ai childhood diseases No history ot 
above stated. Mother and father alive and well Nothing suggestive 
ness or inheritable deficiency 


Laboratory.—Blood Wassermann, negative: urine, normal; blood « 


elevated white blood count with normal differential Y-ray examination 
terior and lateral of skull in stereo—normal Anteroposterior and latet 
spine—negative. Anteroposterior and lateral lumbar spine—disclosed a de 


ess with retention of normal lamell:e, involving the body, transverse proc 
cle of the third lumbar. Vertebral diameter normal—no compressiot 


transverse process is enlarged over the left. (Fig. 1.) 
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round-cell 


ot the sections Hist 


She was then referred to Dr. S. A. Jelte, who administered deep ror 


apy, the d 
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sage of which 


was over the affected vertebrae 


X-rays after this treatment seem to show a _ recrudescen 


with increasing density in 


the bony structure of the vertebra 


On comparing this case with that of Perman’s, there is a marked 


X-ray pictures—there 


porous appearance, 


[To summarize we 


Sect 


have 


ibsence of compression with a motley thin 


The lamella have a normal lime content 


cells permeate this tissue. Many of the capillari 
in places the endothelial lining appears hyperplasti The cap 
a delicate fibroreticular stroma which exhibits a very mild d 
infiltration. Smooth muscle, fat and fibrous tissue compos 
path 1agnosts angioma 


ning 


here a young woman with an indefinite lesi 





ions of angi 


lumbar vertebrz, involving 


body, without compression 


tively and confirmed | 


Case | 
observed at 


IL—S. M., 
Berkeley 


Complaint.—Pain 


and general abdominal 


At seven years of age 


ry bi 
torty 
Heal 
in tl 
sore 


she | 


is present on awakening at 


by codeine grains 1, 


which 


ache is worse on fatigue. | 


the be dy. 


She has a 


right upper quadrant 


very 


During the past twelve years she has lost thi 


weight. Gall-stones have | 


the pedicle, arch and transverse processes 


in which a diagnosis of hemangioma was 


psy 
two years of age; white; school teacher; n 
th Center and later at Fairmont Hospital 
ie back, eleventh and twelfth ribs, with epis 
ness. She has always been in poor healtl 
iad meningitis following a fall on the ice Het 


id worse in the mid-torenoon and afternoon 
she has been taking three to eight times di 
Juring the past two years pain has become 


poor appetite, repeated attacks of nausea 


een present in previous X-rays. She has 
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methods of treatment, but without relief of her symptoms Chere 





< 
with nocturia one to three times She had typl tever at the age t 

Fist ila in rectut t the ige ot hitteen ears | illitis and I ¢ T 
Married: one child alive and well Menstrual hist ormal She ] 
developed and nour ed white woma ippearing fort ears tf age gent 
coopel itive 





:, f Bes ‘ ' 
ments of the « il spine with muscle spasm and complaint of pain centering about 
the el ( tl ( t i tebra } ii AY ma negative Bl ] Ha o| I (X 
per cent.; red | ell 4,200,000; white blood-cells, 6,65 polymorphor ears, 60 pe 
cent mphocvte 1 cent mononuclears 3 per cent basophiles | I 1 
the Ront pictures anteroposterior and lateral films ot dors s s 

in alteration the tenth dorsal as tollows Porous appearance of t vit 
diminution in the mber of lamell# but normal lin 


ig. 3.) his same picture is seen in X-rays made in 1928 
by Dr. S. A. lelte There is no progress in the disease At this time he 1 given he 
deep rontgen thet without an reliet tI symptoms 

Her entering diagnosis was metastatic carcinoma of the spine, but in \ t he 
not being the picture of this condition and in the absence of finding the prin cus 
her gall bladcde I \ treated medi ally Diathermy was given over the ire t the S] 
complained of. S mproved under this treatment. Later her gall-bladde: pend 
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were removed surgically and showed chronic inflammation. She recovered t1 
and has been quite well since Last report, April, 1931, she is working steadil 


no complaints of her back conditior 


Discussion. The etiology of this condition is obscure; howevet thi 
known vascularity of the vertebral body with its large veins in the spot 
anteriorly permits an adequate site for their origin. Putschar has divic 
them into two groups, the first and most rare composed of those which o 
t] 


; 
I Lit 


the central point in the anatomical condition with destruction « 
involving the arch and pedicle, and giving marked clinical sympton 
second comprising those which have occasioned no symptoms durin 
and occupy a minor position, t.e., are not blastoma but venous enlarget 
in preéxisting cystic or degenerative areas of the body. He admit 
externally no changes may be recognized in the vertebre to contrast 
two groups. 

We are inclined to agree with Putschar, for in no other way can ws 
sonably account for the rarity of clinical findings as compared with th 
mortem findings. 

The first case herein reported would then belong to the first grouy 
present in a young individual, producing destructive changes with 
clinical symptoms, also responding to Rontgen-ray therapy. 

The second case, occurring in an older individual, produces chang: 
gestive of the first group. However, its stationary appearance ove! 
years with lack of response to deep-ray therapy makes its classification 
what doubtful. 

Treatment has been clearly outlined by previous writers and resolves its 
into laminectomy if pressure symptoms are present followed by ra 
therapy. In our cases one seemed to respond to deep Rontgen ray treatment 
while the other was apparently unaffected, though there has been a1 
of symptoms. It might reasonably be assumed that the first grou 
Putschar’s classification would respond to radiation, while th 
would not. 

From the post-mortem examinations it is certain that approximat 
per cent. of spines show this pathology. The number of these c: 
Makrycostas brings out, can be increased as desired by continued exan 
of vertebral columns. 


SUMMARY 

(1) Primary hemangioma of the vertebre is a comparatively 
condition but rarely gives rise to symptoms. Ten per cent. of post-n 
demonstrate it. 

(2) Diagnosis should be made from the réntgenograph which is t 


(3) There are apparently two types, one being a true neoplasm an 


ducing symptoms, the other a telangiectasis into a previously path: 
vertebre. 











POST-TRAUMATIC PAINFUL OSTEOPOROSIS 
By Reneé Fontaine, M.D., ano Louis G. Herrmann, M.D 
OF STRASBOURG, FRANCE 


FROM CLINIQUE CHIRURGICALE ‘ PROFESSOR LERICHE), UNIVERSITE DE STRAS 


Tue fact that the osseous frame-work of the body undergoes 
extensive physico-chemical changes under the influence of the cit 
disturbances that frequently follow traumatization of an extremity 
sizes that the bones are not inert supporting structures with a fixe: 
changeable constitution, but that they are able to react in exact! 
way as the other tissues of the body. 

After an extensive study of the post-traumatic vasomotor sy1 
the extremities, made over a period of many years, Professor Let 
demonstrated the great importance of one special variety of th 
which is characterized by constant severe pain associated wit! 
the neighboring joint or joints. This variety is relatively commot 
marked disability and it greatly prolongs the convalescence of th 
is our purpose to give a complete study of this post-traumati 
oporosis and to show some of the striking benefits that have beet 
such cases by operations upon the sympathetic nervous system 

Historical review.—In 1900 Sudeck described acute reflex 
bone and established it as a clinical entity. His first report cor 
type of acute atrophy that follows inflammatory processes of the art 
but later he described a type which he called post-traumatic reflex 
bone. He clearly differentiated between the type following I! 
bones, trauma to articulations, and simple torsion of the joint. H¢ 
the reflex atrophy with the type described previously by Virchow, ‘ 
Chambers, and others in relation to certain nervous diseases, esp 
dorsalis and syringomyelia. 

\s early as 1877 Wolff described trophic changes in the extret 
adults and disturbances of growth and trophic changes in childret 


I ( ( ( 


infectious arthritis or resection of a joint. A critical analysis 


by Cassirer in 1912 seems to show that thé changes observed by 
actually the end-results of bone atrophy. 

In 1901 Kienbock added further to the clinical description ot tl 
entity and he gave an accurate description of the rontgenological cl 
are characteristic of it. Both Sudeck and Kienbéck showed that 
could not account for the severe degree of atrophy, that it appear 
earlier than the atrophy of disuse and that in many cases the atroy 
bone came on while the extremity was still in use. 

Exner (1902) made an accurate gross and microscopic stu 
atrophic bones. Nonne (1902) described similar atrophy of bones 


with pathological lesions of the peripheral_nerves. Imbert and G 
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In 1915 Grey and Carr made similar experiments, and they also showe 
that the atrophy of inactivity came on early. They coneluded, however 
the atrophy was due to an absence or deficiency of the necessary functior 
excitation to the nutrition. 

Allison and Brooks (1921) obtamed similar results. ‘The rontgenological 
pictures of the atrophy of bone which they produced in animals by inactivity 
showed the same characteristics as the atrophy of bone in man. They demo 
strated the characteristic changes in the trabeculae of the epiphysis of the 
bones, and they pointed out that the degree of atrophy was in direct 
tion to the length of time of immobilization. The histological structure 
the bones of experimentally produced osteoporosis was identical with tl 
found in the porotic bones from man. 

Guarini (1918) explained such osteoporosis on the loss of funct 


1 i¢ 
a 


activity with the resulting state of anemia of the member an 
the calcium salts that were being brought to the bone by the blood-streat 
The reports of Delorme (1916) concerning the condition of the bones 
seven soldiers in whom severe shrapnel wounds necessitated the lig 
the principal artery of one extremity fail to substantiate that theory, sinc 
no rontgenological evidence of atrophy of the bones was ever noted 
of these patients. Allison and Brooks were unable to produce atrophy 
bone experimentally by ligation of the principal artery of the extremit 
Attempts have also been made to produce atrophy of bone experimental! 
local venous congestion, but these experiments have also been unsuccessfu 
The remaining theory concerning the etiology is that attributed to th 
lack of functional excitation of the bone. Dauriac (1919) states that the 
absence of axial thrust is able to bring about a rarefaction about the et 
of fractured bones. In extreme cases he states that this rarefaction goes 
to the production of a pseudoarthrosis. In final analysis it is difficult 


determine the exact nature of this “axial thrust” or “functional excit 


It is quite probable that trauma of the peri-articular tissues has, in some 
cases at least, played a definite role in the production of the rarefaction whi 
was attributed to the immobilization by the plaster case. It is true that simpl 
immobilization does not always produce an extensive atrophy of the bones 
so, perhaps, there are still other factors which play a part in bringing about 
the rarefaction in such instances. Clinically it is well known that extensiv: 
osteoporosis frequently comes on in patients whose extremities had never bee: 


immobilized. 
Osteoporosis is relatively rare after fractures of the diaphysis of bones 
and quite common after trauma, with or without fracture, of the peri-articul 


or juxta-articular regions. Marked vasomotor changes of an extremity hav 


been produced experimentally by Albert (1924) and by us (1927) after 
various kinds of injury to the peri-articular tissues. The fact that ost 
oporosis is still more frequent after trauma to the poly-articular regions such 


as the ankle or the wrist, is suggestive evidence that stimulation of the nu 
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of one bone and two-thirds of the cases in which both bones wer: 


developed true osteoporosis. Guarini (1918) came to the same coi 


after studying a large series of rontgenograms. Such statistics, 


1 


only show the number of cases which showed decalcification of tl 


the rontgenograms, and they do not take into consideration the eq 


portant clinical signs of the disease. 


Clinical forms.—In order to avoid all confusion with atrophy 


or disuse we shall always reter to the bone atrophy that is associated 


and vasomotor disturbances as the true osteoporosis. We disti 


main forms of painful osteoporosis, namely: (a) The post-traun 


(b) The post-infectious form. (c) The form associated with net 


orders. (d) The dystrophic form associated with disturbances 
function. 

In this paper we shall limit our discussion to the post-trau 
Sudeck differentiated between the reflex atrophy and the atrophy 
but since that time many investigators have referred to the two fort 
atrophy as being identical. 

True osteoporosis is always characterized by (a) loss of 
of the extremity, (b) characteristic changes in the rontgenogra 
constant coéxistence of vasomotor disturbances, and (d) ar 
disturbances of the function are always more extensive than 
plained on the basis of the trauma alone, and the severe acut: 
out of proportion with the local signs of injury to the tissues 
regard the local effect of the trauma we are still impressed by the 


of motor function; the extreme constant pain and the marke 


{ 


disturbances. Another almost pathognomonic symptom is that tl 


not relieved by immobilization, while the pain associated with sit 
fracture of one of the bones, or even tuberculous osteo-arthritis 
relieved by proper immobilization. 

A very common clinical form of the disease of osteoporosis 
seen after fractures of the bones of the wrist or ankle whicl 


properly reduced. After the removal of the bandage at the end 


three weeks the extremity is found to be swollen and discolored. Sli 


or passive motion of the joint causes the patient great pain. Mecha 


baking and massage make the pain more severe and the loss of 
the extremity continues to become worse. Such a clinical histor 
of true osteoporosis. 

From the clinical point of view the extension of the functior 
ances beyond the area of traumatization and accompanied by 


which cannot be relieved by immobilization or physiotherapy is 


true post-traumatic osteoporosis. When the osteoporosis is linvite 


bones of the foot the patient suffers very little pain while he i 


he constantly complains that he is unable to bear weight on his foot 


of pain. 


Vasomotor disturbances.—The vasomotor and trophic distur! 
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bones becomes very thin and the outline of the individual bones is frequent 
lost. The lamelle fade into one another and produce an ill-defined o1 
geneous shadow in the rontgenogram. 

(b) In the so-called chronic form the trabeculae of the bone are very 
fine and sometimes difficult to recognize. The limits of the individual bon 
again become demonstrable, but there still remains a general loss of 
salts. The patchy areas of rarefaction are not present. The 
strength of the bone is due to a thickening of the longitudinal lamellc sinc: 
the horizontal lamellz remain very thin. 


In cases of osteoporosis of the short bones, especially the carpal and th 
tarsal bones, we recognize three stages in the evolution of the diseas« hese 
three stages are (a) the onset; (>) the height of the disease; and ) the 
reorganization. \Ve believe that each of these three stages present chara 
teristic rontgenological changes. The evolution of the disease from the stand 
point of rontgenological changes can best be portrayed as follows In the 
period of onset, which Sudeck called the acute form of the disease, ther 
a general mottled appearance of bones in the rontgenogram. The outline 
of the bones are still easily discernible. The rarefaction continues to becom« 
more marked and more extensive. The irregular areas of rarefaction soo! 


disappear and the bones become uniformly permeable to the Ront 
This stage of diffuse and marked decalcification marks the height 
disease. ‘lhe absorption of the bone seems to spread to the neighboring bon 
and thus involves the heads of the metacarpals or metatarsals, 
phalanges and finally the adjoining ends of the radius and ulna or the 

and fibula as the case may be. Marked thinning of the cortex of the bon 
has taken place and longitudinal streaks have made their appearance in th 
thinned cortex. In the region of the carpal and tarsal bones this thinni 

the cortex of the bones results in the disappearance of the limits of th 
bones and thus transforms the entire area into a homogeneous mass 


very permeable to the Rontgen-rays. It is at this stage that a diagnosis 


tuberculous osteo-arthritis is frequently made. During the period of recor 
struction there is a slow reappearance of the calcium in the bones. In 1 

cases complete recalcification never takes place. Rontgenograms taken during 
this stage show that the limits of the small bones have again become visibl 


and the longitudinal lamellz have become thickened. 

The duration of each of these stages is very variable. The factor of time 
seems to be of little importance. In general, however, the first two stages are 
relatively rapid in their evolution, while the third or reconstructive stag 
usually extremely slow. Professor Leriche has observed one case in whic! 
the rarefaction of the bones of the foot persisted for more than fourteet 
years after the initial trauma. (Fig. 1.) It is certain that after a bone b 
comes rarefied to any great extent it rarely regains its original density; c 
sequently the process of reconstruction must usually be considered as incon 


plete. Complete anatomical restoration of the density of the bone, however, 


is not necessary for complete symptomatic relief. 
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metatarsal joints. There was a subastragaloid ankylosis with the left foot in 
equinus position. R6ntgenograms showed a diffuse rarefaction of all the small 
the left foot. There was a fusion of the calcaneus and the cuboid; and betv 
scaphoid and the cuneiform bones. (Fig. 1.) 

In this patient the osteoporosis of the bones of the foot evolved over a 
fourteen years and without ever having had the foot immobilized. During the entir 
the patient suffered almost continuous pain and she was considerably incapacitat: 


Examples of this type are not rare. The knowledge of the slow evolution of ost 





La 





2 
Fic. 1 Réntgenogram showing post-traumat‘~ osteoporosis which had evolve: 
fourteen years (Case 1.) Destruction of the joint surfaces between the tar 
the tarsal and metatarsal bones can be see 


and the extensive ankylosis that frequently results should constitute an added 


for the prompt and thorough treatment of this disease. 


Diagnosis.—In general painful osteoporosis can be divided into three 1 
clinical groups depending upon the type of trauma which precipitated th 
turbance. The differential diagnosis is somewhat different in each of these 
groups since the clinical course of the disease is frequently altered by th 
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try 


and the astragalus and found a disappearance of all the transverse 
the bones with a diminution of the longitudinal striz (lamellae). ‘The atrop! 


was not uniform. In very late cases only a few dense, irregular acellular aré 
remain within the large medullary spaces. The Haversian canals |} 
greatly enlarged without causing corrosion of the lacuna. The cortex lé 


comes very thin and the vessels undergo marked thickening which result 
a diminished vascularization of the bone. 

The mechanism of this absorption of bone has been described by \ 
mann as being brought about in two different ways. First, removal by the 
so-called osteoclasts and, secondly, by the process of halisterisis or osteo! 
of Kilian. 

The first method of osteoclasis is dependent upon the phagocytic act 
special cells called ‘‘osteoclasts’’ by Kolliker. In the cases examined by Viall: 
ton and in our own cases, these specific phagocytes were not seen in any of the 
preparations which were examined. 

The second method of osteolysis is based on the discovery that the dis 
appearance of osseous tissue may take place without the apparent interventi: 
of cellular elements. The progressive diminution of the spongy medulla 
bone; the enlargement of the Haversian canals; and the thinning 
cortex of bones without the presence of osteoclasts seems, to us at | 
represent more accurately the mechanism of the production of osteoporosis 

The exact chemical phenomena which bring about this disappear 
osseous tissue are still unknown. Professor Leriche has presented the various 
theories regarding the res rption of bone in his recent work on the 
and pathological physiology of bone which was done in corroboration wit! 
Professor Policard. The chemical examinations made by Pech (1920 
Pradal (1921) show that the mineral content of porotic bone is relatively the 
same as that of normal bone; consequently they conclude that theré 
uniform loss of bony substance in osteoporosis and not merely a deplet 
the mineral salts of the bones. 

From the standpoint of the pathological picture it has been show 
Grynfeltt (1921) and again by Vialleton (1922) that the “fatty osteoporosis 
described by Cornil and Ranvier is identical with the post-traumati 
osteoporosis. 


Treatment.—The treatment of osteoporosis has, until recently, been syn 


tomatic and preventative rather than curative in nature. Sudeck recor 

mended minimum immobilization and then active movement in most of hi 
cases. Nobel and Hauser (1926) recommended heat to the point of tolerance 
either in the form of radiant heat or paraffin baths. They also advised 
massage and voluntary motion of the joints in spite of a little pain, but th 

emphasized that forceful manipulation under anesthesia was definitely contra 
indicated. Any form of fixation with plaster-of-Paris casts or orthopedic 


apparatus causes increased pain to the patient. Delorme recommended tr 


ment by thyroid and para-thyroid extracts and Pech advised heliotheray 


All of these forms of therapy still left much to be desired. The cour 
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Histologically the tissue which was removed showed many nerve fibres and 
tered ganglion cells imbedded in dense fibrous tissue. 

Following this operation there was considerable improvement in the n 
shoulder-joint and a diminution of the pain in the shoulder and in the upper 
the time of discharge from the hospital on April 23, 1930, there was fair 
of the fingers and elbow but only slight motion in the shoulder-joint Phe 
complained of moderate pain in the right shoulder and upper arm 

In July, 1930, the patient returned to the hospital because of a bilater 
which had apparently come on after a severe upper respiratory infectio1 Sur 
age was instituted, but the patient continued to become worse and finally died 

At autopsy a bilateral confluent broncho-pneumonia was found in addit 


extensive subacute empyema. We were especially interested in the condit 





Right Left 
Fic. 5 Photomicrographs showing the difference in the histological struct 
from the right hand, in which there was réntgenological evidence of fully devel 
the histological structure of the corresponding carpal bone from the oy ite 
Compare with Fig. 3. (x 100.) 


bones in the right arm and hand: consequently the head of the humerus 
carpal bones were removed from each side for histological study Phe 
right hand showed extensive and marked osteoporosis. The histological 
showed fewer and thinner bony lamellz in the bones of the right hand. (1 
bone marrow was almost entirely made up of adipose tissue. There was 
hypervascularization in this case probably because this was a late stag 
The process of osteoporosis in this case appeared to be one of pure osteolysis 
evidence of repair was found in any of the preparations which we examine 
of signs of reconstruction of bone might be attributed to the fact that comp! 
thectomy was impossible due to the extensive sclerosis in the region of th 


ganglia. 


Osteoporosis of the bones of the hand and wrist following simple trau 
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POST-TRAUMATI( 


OSTEOPOROSIS 


to the perl articulat O1 iuxta articulat tissues In 
trauma was not 


ics Oo ( S¢ the 
severe enough to cause a frac ture of any of the bones 
Case I[\ = ingle, white laborer, aged seventee years, entered the pital 
November 11, 1924, because of a painful swelling of his left hand witl t 
of motion in the wrist-joint The past history showed that during the s 1 
to admission he had noticed that his left arm became fatigued after slight « 
weeks before admission t the hi pital he was sudden take vitl ‘ 
left wrist while he attempting to lift a block of i Motion of t 
painful and he noticed moderate swelling of the dorsum of his han¢ 
Examinatiot1 t e time of entry to the hospital showed a marked a ‘ 
entire left hand Vit ilmost complete fi ito! Oot the rist int The 








L061 th es bef i 
the , P - an 
An t 
B I 
tenderness of the rpal bones to light palpatior here was a pr unce f 
all the muscles of the earm The rontgenogram showed an irregular rarefaction « 
ail of the carpal bones causing a loss of the outline of some of the « irpal bones Fig 
6A ) \ diag +1 I tube reulk us osteo-arthritis was mace and the extren was 
immobilized in a plaster-of-Paris cas« This fixation made the pain and swelling s 
much greater that the case had to be removed. In December, 1924, Professor Leriche 
examined the patient nd tound that there was an increase in the vascula if tl 
left forearm and | d The oscillations were greater in the elt toreat I tn 
right Fig. 7.) After these examinations he felt that the entire clinical picture togethe 
with the rontgenological findings was characteristic of post-traumatic osteoporosis 
December 10 24, a peri-arterial sympathectomy { the lett brachial arte was 

pertormed \ plaster case was then applied to the forearn The pain disappeared sox 
after the operat December 25 the case was rem ved and the patient was able t 
move his wrist free without pain. The oedema had also disappeared. A new plast 
of-Paris case was applied and the patient was discharged from the hospital \ short 
time later the patient re moved the case without 


consulting his family physici 
Follow-up ¢ 


amination of February him to be enti 


( r¢ 








pain or swelling of the wrist. 
atrophy of the muscles of the left forearm remained unchanged. 
February 23 showed considerable recalcification of all of the carpal bones 
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from the left 
shown by the 
wrist. (Fig. 6B.) 
the slightest pain or feeling 
French Marine Corps April 25, 
had no trouble with his arm or 





Fic. 8 
thectomy. Complete ankylosis 
ultimate result. 4 
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On entrance to the surgical dispensary (polyclinic) about 


accident examination showed an atrophy of all 
right wrist was swollen and deeply cyanot 


Rontgenograms showed a 
cification of all the carpal bones with some 


involvement of the distal end 


and ulna and the proximal ends of the metacarpals. 
articular spaces between the carpal bones. (Fig 10A.) \ diagnosis 
arthritis was made and a plaster-of-Paris case was applied to the arm a 
immobilization was continued for about six weeks in spite of the fact th 
made worse by the plaster bandage. 
January 11, 1928, Professor Leriche examined the patient and 
circulatory disturbances, changes in the bones as shown by the rontge 
clinical course of the disease he felt that 


should be made. 





Fic. 10 Réntgenograms shov the effect of peri-arterial sympathectomy 
osteoporosis which had already reached the height of the disease Case VI I 
taken place very slowly 

-Three months after simple torsion of the right wrist 

B—Two years after peri-arterial sympathectomy 


January 14, 1928, a peri-arterial sympathectomy of the right brachi 


performed. Immobilization by plaster was continued after the operatior 


disappeared immediately. [Examination after the removal of the plaster 


post-operative day showed an absence of the cedema and a marked increas« 


of the fingers and wrist 
Follow-up examination April 4, 1928 (six months after the sympathect 
only slight limitation of motion of the fingers and wrist. 


cedema present. Considerable recalcification of the bones of the wrist 


had 
place. February 26, 1930, twenty-five 


months after the sympathectomy, 
showed normal range of motion of the fingers and wrist. No pain on mov 
joints and no evidence of circulatory disturbances. R6ntgenograms showed 
cification but the process was still not complete. (Fig. 10B.) This cass 
complete recalcification is not necessary for complete symptomatic re 
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hospital November 8, 1928, because of severe pain in the right forearn 


swelling and discoloration of the right hand. September 3, 1928, sh 


Colles’ fracture (Fig. 12A). Reduction was done under anesthesia and 
of the fragments was obtained. The first plaster-of-Paris bandage wa 
five days and the hand was put up in abduction and extension. Whe 


removed after two weeks it was found that the patient could not movs 


' 


fingers. Pronation and supination of the hand was also impossible ry 


began to have violent, shooting pains which started in the fourth and 
radiated to the elbow. Massage, “electrical treatments,” and the applicati 


failed to give any relief. This loss of function could not be explained 
poor reduction of the fractured bones. Slight adduction and abductio1 
could be done with difficulty The entire hand and forearm were cyan 
increased local heat associated with pitting cedema of the dorsum of 


Oscillations were increased in the right forearm (Fig. 13). R6éntgenog 
extensive osteoporosis of the carpal bones, the radius and ulna and the n 
There was a marked thinning of the cortex of all of these bones. (Fig 


November 8, 1928, a peri-arterial sympathectomy of the right brachi 


performed. The fractured bones were manipulated slightly and ther in 
plaster-of-Paris. The pain disappeared immediately. When the plaster cas¢ 
November 17 the movements of the fingers was found to be much better 
and cyanosis had also disappeared 

Follow-up examination March 17, 1929, over four months after th 
showed a normal range of motion in the wrist and in the joints of the finger 
degree of pronation and supination possible. No pain on motion of ai 
Rontgengrams showed that the recalcification of the bones of the hand 
slowly. (Fig. 12C.) 

Case IX.—M. R., married, white, housewife, aged forty-one year 
entered the hospital November 26, 1927, because of constant sever« 
wrist associated with cedema and cyanosis of the hand and forearm ry 
showed that October 1, 1927, she fell down a stairway and fractured the 
the right radius. The fracture was reduced immediately. After four we 
bilization in plaster-of-Paris the callus did not appear to be very firn 
further immobilization by a crinoline bandage was carried out \ bout 
the patient began to complain of pain in the right wrist. During th 
weeks the pain gradually increased in severity. 

Examination at the time of admission to the hospital showed an enor 
of the right hand and forearn \ll the joints of the fingers were st 
were increased in the upper third of the right forearm. Surface tempe 
dosum of the right hand was 33.4° C. as compared with 30° C. on the | 
grams showed the fractured bones to be in good position and well consol 
was an extensive osteoporosis of all of the carpal bones. 

On November 23, 1927, a peri-arterial sympathectomy of the right b 
was performed by Professor Leriche. Immediately after this operatios 
wrist disappeared, and the cedema slowly diminished. There was a ray 


motion in the wrist and joints of the fingers. 
Follow-up examination May 10, 1928, over five months after tl 


showed that the clinical improvement was lasting. No further pain o1 


circulatory disturbances had disappeared. There remained only  slig! 


pronation. Recalcification of the wrist and hand was taking place sl 


Osteoporosis oT the bones of the hand and wrist asso iated witl 


disturbances and marked spasm of all of the muscles of that 
lowing trauma of slight or moderate intensity. 
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Cask X.—L. S., married, white, housewife, aged sixty-five years, ent 
June 15, 1925, because of stiffness of the left shoulder and elbow-joint 
attacks of pain in the entire left arm. Five months previously she w 
a bicyclist. The only physical evidence of injury from the fall was a 
wound on the dorsum ot the left hand This wound healed prompt! 
any signs of infection. About one month after the accident she notice 
joints of the fingers of the left hand. This stiffness grew progressive! 
after there was noticeable stiffness of the wrist-joint, elbow-joint and 


joint. 
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1s 
humeral joint was immovable, and attempts at passive motion of the 1 
excruciating pain to the patient. Movement of the scapula permitted tl 
a slight amount. Complete extension of the elbow-joint was impossibl 
the fingers were so stiff that the patient could not close her hand. Con 
examination was normal Electrical stimulation of the nerves and n 
arm gave normal reactions. Professor Leriche felt that in view of th 
logical examination and the positive rOntgenological evidence of de¢ 
bones of the left arm that a diagnostic of diffuse osteoporosis due t 
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traumatic origin was justifiabl He suggested cervical ramisectior 
of choice. 
June 19, 1925, Professor Leriche exposed the cervical sympatheti 


incision at the bas« 


of the neck just above the lett clavicle (novocat 

four rami communicantes the stellate (cervico-thoracic ganglior 
identified and finally sectioned That evening the constrictior ft 
enophthalmos of the left eyes were very marked The surface t 
dorsum of the left hand was 1.9° C. higher than that on the opposite 
in the arm had disappeared. Movements of the fingers were improve: 
of motion in the left elbow-joint. June 28, nine days after the ce 
complete extension of the forearm was possible without pain The |e 
closed. Passive motion of the upper arm produced no pain but the scapt 
remained almost completely fixed 

Repeated follow-up examinations showed a constant improvement 
the shoulder, elbow, wrist and interphalangeal joints. In December, 193% 
half years after the operation, examination showed that the patient had 
range of motion in the shoulder-joint. The hand could be closed tight 
been free from all pain or discomfort in the left arm The recove 
Rontgenograms showed considerable recalcification yet all of the bon 


and hand remained less dense than the corresponding bones of the opp: 
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the hospital October 8, 1929, because ot swelling of the left ankle and an inability t 
because of pain in the left foot. In Aust, 1929, a beam of wood fell on his | 
The foot became swollen and painful immediately but he was able to continue hi 
About two weeks before admission to the hospital he suddenly noticed sharp 


the left ankle. That evening on leavirvz uU> street-car he twisted his ankle and t 


this slight accident he was unable to Se * weight on that foot. The next mort 


foot was greatly swollen and very pair Medical treatment failed to give 
he was sent to the hospital 

On admission to the hospital there was marked cedema and cyanosis of the 
and lower leg. The foot was warm and the oscillations were increased in the lett 
leg. Pressure over the third tarso-metatarsal joint was painful. Rontgenograms 


irregular zones of rarefaction in the heads of the third and fourth metatarsal 





cuneiform bones. A diagnosis of tuberculous osteitis was made and the foot wa 
bilized in a boot-type plaster-of-Paris case. The pain was not relieved by t' 
bilization. Rarefaction of the tarsal bones continued until the limits of these bor 
no longer be seen. A diagnosis of osteoporosis was finally made 

December 12, 1929, a peri-arterial sympathectomy of the femoral arter 
formed. The cedema and cyanosis disappeared very quickly. By the following 
the pain had disappeared. The movements of the toes were free and painless. Ront 
grams taken at the end of January, 1929, showed a moderate amount of recalci 

Follow-up examination in April, 1930, four months after the sympathecton 
no signs of cedema or cyanosis of the left foot. The movements of the anl 
normal and painless and the patient was able to walk normally 

Case XIV.—C. H., married, housewife, aged thirty-nine years, was admitte: 


hospital October 15, 1930, because of pain, swelling and limitation of motior 


ankle-joint. In June, 1930, she injured her right heel by jumping from a chair to t j 
floor. The ankle became swollen and painful. R6ntgenograms failed tos! 
evidence of fracture of the bones of the ankle or foot. The swelling and te: 


the ankle persisted ; consequently she was referred into the hospital 

On examination there was cedema and cyanosis of the entire right foot 
over the entire heel of the right foot Rontgenogram showed a small “spur 
calcaneus which had formed since the accident. The foot was immobilized for tw 
but no relief from the pain was obtained. In November, 1930, examinatior 


t All n 


of the foot were painful Oscillations were strong in both legs and greater 


limitation of the movements of the ankle. Cyanosis was still preset 


thigh than in the left. R6ntgenograms taken at this time showed a mottling 


the bones of the right foot and ankle and a diffuse decalcification of the cal 
(Fig. 14A.) 

November 15, 1930, a peri-arterial sympathectomy of the right femoral art 
done. Marked hyperthermia of the leg and foot followed that operation. Thx 
diminished in intensity but not completely relieved. The patient was able to | 
weight on the foot several days after the operation. On the fifteenth post-operat 
she was able to walk unaided but she still complained of pain in the foot RGnt 


grams showed very little evidence of recalcification 


Follow-up examination in April, 1931, showed that the movements of th 


1 
rnt fr 


were normal and the patient walked normally and without pain. Only slig ( 
tion of the bones has taken place during these five months since the operation. (Fi 
CasE XV.—S. W., married, white, housewife, aged twenty-seven years, was 


to the hospital June 1, 1926, because of severe pains in her right foot. Several 
previously she had had a slight trauma to the right ankle but not sufficient to « 
severe pain or inconvenience at the time. Patient denied any history of venereal 

Examination showed moderate cedema of the right ankle and foot with ai 


aTsa 


blanching of the entire distal part of that extremity. Pressure over the 


+} 
r 


caused severe pain. R6ntgenograms showed a diffuse osteoporosis of all of 
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ankle, foot and inferior third of the right leg. Gonorrhoeal arthritis was suspect 
the patient denied all signs of an acute gonorrheeal infection and repeated cervi 
urethral smears were negative for intra-cellular diplococci. The foot was imn 

in plaster-of-Paris until November, 1926. Rontgenograms at that time showed 

diffuse osteoporosis with thinning of the cortex of the tarsal and metatarsal b 

diagnosis of post-traumatic osteoporosis was then made. 

On November 20, 1926, a peri-arterial sympathectomy of the femoral arte: 
done. The foot was then again immobilized in plaster-of-Paris. The case w 
January 18, 1927, at which time motion of the ankle-joint was only slightly pa 
the color of the foot had returned to normal. 

Follow-up examination May 26, 1927, showed the patient to be without pa 
comfort and she was able to walk normally. In April, 1930, three and one 
after the sympathectomy, examination showed no signs of the former diseas« 
ankle. She walked normally and without pain or fatigue. Motion of the ankl 
still limited. R6ntgenograms showed moderate recalcification and fusion of 
the tarsal bones. 

Case XVI.—J. B., married, laborer, aged thirty-eight years, was operated 


f an ingrown toe-nail of the right great toe The wou 


May, 1926, because 
badly infected and suppuration continued for many weeks. When the wou 
healed the patient began to have sharp pains in the heel and on the lateral asp 
right foot. Hot soaks, baking and massage failed to relieve the pain. On tl 
the pain gradually became worse and finally extended up the leg as high as | 
The patient was admitted to the surgical clinic August 27, 1926. Examinati 
a cyanosis of the right leg and foot. The muscles of the right leg showed 
atrophy. The oscillations were greater in the right leg. The réntgenograms 

diffuse decalcification of all of the bones of the right foot including the lower 

the tibia and fibula. 

September 2, 1926, a peri-arterial sympathectomy of the femoral arter i 
There was immediate relief of the pain in the leg and foot. The following da 
a return of some pain and this slight dull pain continued for about six weeks 
then gradually disappeared and there has never been a return of any typ 
discomfort. 

Follow-up examination November 14, 1928, over two years after the symp 
showed normal motion of the ankle-joint. No evidence of atrophy of the mus 
right leg at that time. Gait was normal. The right foot was decidedly wart 
the left and the oscillations were still slightly greater on the side where the 
tomy was done. Rontgenograms showed the density of the bones of the tw: 


the same. 


Osteoporosis of the bones of the foot and ankle following traun 


was of sufficient intensity to cause a fracture of one or more of th 


in the region of the angle-joint. 


Case XVII.—P. Vo., married, white, housewife, aged thirty-one vears. Or 
II, 1928, the patient fell and twisted her ankle in such a way as to cause a t 
fracture on the left. There was no displacement of the fragments accordi: 
rontgenograms ; consequently the entire foot and leg was immobilized in plaste1 
No manipulation was necessary \t the end of five weeks the plaster was 
She was unable to walk because of severe pains in the ankle and foot. Baki 
and diathermy failed to bring about any improvement. The pains became so s« t 
the patient had to go to bed since the pain was relieved when the foot was kept 
In attempting to walk she struck the left great toe on a chair and caused a 
the distal phalanyx. The réntgenograms taken on April 8, 1928, showed a vet 


decalcification of the small bones of the left foot. (Fig. 15A.) A diagnosis 
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lous arthritis was made. Professor Leriche’ was asked to see the patie 
tion. Examination showed a slight cedema of the left foot, limitation of n 
ankle-joint and limitation of motion of the toes. Passive motion of the 
joint caused great pain The réntgenograms taken in May, 1928, 
decalcification of all of the bones of the left ankle. The cortex of the b 
thinned but the limits of the individual bones could still be made out. (Fis 

May 5, 1928, Professor Leriche performed a peri-arterial sympathecton 
femoral artery. The cedema and pain disappeared very rapidly The moven 
foot were much freer and entirely painless at the time of discharge fron 
May 109. 


Follow-up examination July 16, 1928, about two and one-half mont 


sympathectomy, showed that the patient was able to walk without aid but 
slight pain in the left ankle-joint. Recalcification was taking place s! 
December 18, 1928, the recalcification was nearly complete. (Fig. 15¢ 
was again seen in July, 1929, at which time she was able to walk n 


pain in the ankle-joint still persisted. 


Osteoporosis of the bones of the shoulder.—This variety usually present 
the clinical picture of traumatic arthritis. The changes in density ot 
of the humerus are much more difficult to recognize. Professor Lerich« 
shown that extensive changes in the articulations may take plac« 
and the subsequent hyperemia. ‘The results following sympathect 
usually very striking in these cases; consequently we wish to pr 


j 
hy 


following typical cases and the results which we have obtained by t 


of treatment. 


Case XVIII.—C. Pf., single, white, laborer, aged fifty-six years, enter 
October 22, 1927, because of constant pain in the right shoulder with aln 
fixation of the shoulder-joint. In May, 1926, he was struck on the rig! 
heavy block of lead which fell from a height of about six feet. He continu 
spite of considerable pain in the entire shoulder About three weeks 
suddenly became worse and he noticed a constant decrease of the 
shoulder-joint. 

At the time of admission to the hospital all movements of the 


extremely painful. There was a slight atrophy of the muscles of the right 
Loss of strength of the right hand and forearm. Only slight voluntary n 
right shoulder-joint possible. The oscillations were greatly increased in th 
arm. Rontgenograms showed definite decalcification in the head of the ris 


On October 31, 1926, Professor Leriche® performed a peri-arterial sym 
the right subclavian artery together with an exploration of the shoulder 
capsule was greatly thickened. The synovial membrane was villous and the 
the head of the humerus was slightly roughened and a few irregular reddened 
found in the cartilage. Biopsy of the cartilage and synovium was mad 

The improvement was rapid and by November 3 most of the pain in t 
had disappeared and the patient was able to raise his right arm to the horizont 
without great pain. He was discharged from the hospital November 12, 192¢ 

Follow-up examination on December 20, 1926, showed that he was abl 
arm to the vertical position without pain. He returned to work in Decen 
Frequent examinations after that time showed no return of the former 
has continued to work without interruption, 

Case XIX.—C. Fr., married, white, laborer, aged fifty-seven years 


hospital April 17, 1928, because of severe pain in the right shoulder associ 


marked restriction of motion of the shoulder-joint. In 1923 the patient fel 
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in severity and the motion in the shoulder-joint became progressively mor 
The pain became so severe that he was unable to sleep. Treatment by baking 
and diathermy was carried out for over four months without much relief of the 
stiffness in the joint. 

At the time of admission to the hospital there was atrophy of all of the mus 
the left shoulder and arm. Intense cyanosis of the entire left arm was present 
oscillations were diminished in the left upper arm. The left arm could only b 
to the horizontal position. Rotation of the arm was impossible. Passive motio1 
arm caused great pain to the patient. Rontgenograms showed no evidence of fract 
any of the bones in the region of the left shoulder-joint. There was moderate rar: 
in the head of the left humerus. 

June 28, 1920, a peri-arterial sympathectomy of the left subclavian artery w 
by Doctor Fontaine. Intense hyperemia of the hand and arm resulted but ther: 
improvement in the movements of the arm. The pain remained unchanged. Rk: 
follow-up examination showed no improvement followed the operation in this cass 

Case XXII.—L. M., married, white, laborer, aged thirty-five years, was ref 
the surgical clinic from the neurological clinic on June 3, 1920, because of sever: 
the causalgic type in the scar of a war-wound in the right fronto-temporal 
together with severe pains in the right shoulder and limitation of motion of 


1 


upper arm. In 1918 he was wounded by a shrapnel. The wound was in the right 
temporal region and it extended down to and included the right eye rt 
removed immediately. Suppuration of the wound lasted for months but finall 
took place and a large irregular scar remained. 

In March, 1920, he fell from a wagon and injured his right shoulder 
that injury he gradually developed pain in the shoulder and arm with progressive 
tion of the motion in the shoulder-joint. At about the same time he began to | 


in the scar on the side of his head. The pains in the scar increased in sever 

rapidly and by June, 1929, they were so severe that he was unable to sleep 
Examination showed a marked cyanosis of the right arm and hand. Activ 

of the right upper arm was impossibl All active or passive motion of the 


caused great pain to the patient. The oscillations were diminished in the right 

Because of the intolerable pain in the scar on the side of the head it was 
able to treat that disturbance first; consequently on June 13, 19209, the right 
cervical sympathetic ganglion was removed by Doctor Fontaine. The pains 
ceased immediately after the operation. The pains in the right shoulder seemed 
been made worse by this operation upon the cervical sympathetic chain. Rontge 
of the shoulder showed no evidence of fracture of any of the bones but ther 
marked rarefaction of the head of the right humerus 

June 30, 1920, a peri-arterial sympathectomy of the right subclavian art 
performed by Doctor Fontaine. Following this operation the pain disappeared 


ately but there was only slight improvement in the motion of the right upper arn 


Follow-up examination on January 10, 1930, showed no further improvement 
motion of the right arm but all the pain in the arm, shoulder and scar on the 
head had been cornpletely relieved by the operations. In spite of the limitatior 
of the right upper arm the patient was able to return to work. 


SUM MARY 


After an analysis of the results obtained in all of the cases 
traumatic osteoporosis admitted to the surgical clinic of Professor | 
since 1924, it is evident that the sympathectomy has added greatly 
comfort of the patient as well as having brought about the restorati 
function much quicker than could possibly have taken place without 
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IRRADIATION IN CARCINOMA OF THE BREAST 


By Ira I. Kapitan, M.D. 


DIRECTOR DIVISION OF CANCER DEPARTMEN OF HOSPITALS 
AND 
Rieva Rosu, M.D. 
ASSISTANT RADIATION THERAPIST BELLEVUE HOSPITAI 


or New York, N. Y. 


HorFMAN places carcinoma of the breast as fifth in the line 
death-causing lesions and reports an increase in such cases durii 
ten years. The value of irradiation in the treatment of cancer of 
is still a mooted question ; during the past few years there have bee: 
reports from qualified clinics, as well as most favorable reports w! 
used as a necessary adjunct to surgery or employed alone as the ti 
of choice. 

Harrington, reporting on breast cancer cases treated at | 
Clinic, is of the opinion that irradiation adds nothing of value to th 
treatment of cancer of the breast. On the other hand, Smith at 
of Boston, in their study or malignant tumors of the breast, state 
distinct benefit following pre-operative and post-operative irradi 
1929, Pfahler and Widmann, from a study of a great many cases 
Philadelphia, conclude that X-ray therapy is of value in all cases 
of the breast. More recently, Pfahler and Parry in reviewing 
goo cases from their private practice conclude, because of the 
experimental and clinical proof of its value, that irradiation is ad 
state that from their experience over a period of twenty-five years 
found pre-operative and post-operative irradiation of distinct ben 
thirty-nine cases of operable carcinoma of the breast treated by 
alone they had a five-year cure factor of 85 per cent. Levine, w 
large number of advanced cancer cases to deal with in the New York ¢ 
Cancer Institute, definitely states that irradiation is a necessity 
these conditions and that often non-operable cases were made oj 
irradiation. Lee, in 1928, reports a definite value in the use of 
in the treatment of cancer of the breast. He decribes the results of 
in cases where it was used either pre- and post-operatively by radiat 
or with palliative surgery, and expresses his belief that in inopet 
irradiation ameliorates the condition and prolongs life. Ward 
much can be done with irradiation in inoperable cases to reliev 
while controlling the progress of disease. 

Certain it is that in cases of metastatic involvement irradiatior 


value. Lenz and Fried found it of great ameliorative worth in a 


ber of cases such as are found in a home for incurable cancer case 
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in 270 cases. Due to the low economic status of such patients it ha 
possible to keep in touch with 123 of them after treatment was admii 


and so while for purposes of record we have herewith reported tho 


adversely, some may still be alive, although our records show patients aliv: 
only up to their last visit to our clinic. The frequent change of | 
customary among the poor makes it quite impossible to insure any r 


otherwise in most of these cases. Up to the present time X ray tl 
carcinoma of the breast was deemed of most value after operatior 
however, many therapists believe pre-operative irradiation of mx 
and, based on our experience for the past two years, we are of the 
that pre-operative irradiation is of exceptional value in all cases 
sumption is based on the direct action of the irradiation on the 1 
cells which are either killed outright or hindered in their growt! 

has been shown time and again that growing malignant cells are most vulne1 
able to intensive irradiation. Irradiation also stimulates the defensiv: 
esses of normal tissues which thereby inhibit extension and further 


of the malignant cells. It likewise definitely limits tumor growth to th 
tissue already involved, so that its removal may be safely accomplish Les 


definitely states that healing is not retarded by pre-operative irradiat 

On the third surgical service at Bellevue Hospital, we have pre-opera 
tively irradiated all operable breast cases since 1929; there wer 
such cases and no difficulty has been experienced in healing in any the 

Of the 270 cases referred to the Bellevue Radiation Department 
treatment during the period 1924-1930, 264 were females and six 1 
these, 215 were referred tor post-operative irradiation, twelve for p1 
tive and post-operative irradiation, forty for irradiation alone and thre: 
irradiation and operation. As shown by Lee and Tannenbaum, inflar 
cancer cases do very badly with surgical therapy and we, too, hav 
better to treat such cases only with palliative radiation. Two cases wet 
treated with endothermic removal of the involved breast and then irradiat 

In our series most cases appeared in married women and especial 
those who had had children. This is in accord with the findings of Stuber 
bord, but is contrary to the report of Summers who states that lact 
hinders carcinoma growth and that in Pennsylvania most cases occurr 
single women. There were 228 married and thirty-six single wome: 
married men. Of the married women 157 had had one or more childret 
142 had nursed their children and 113 had no children. In two cases preg 
nancy followed radical removal of one breast with post-operative X-ray 
therapy. Of the total number 255 were white and fifteen were « | 
tients; fi fty-two were Jews. 

In our series it appears that there was little difference in the predilectio 
of the cancer site, for the right and the left breast were nearly equal! 
volved. In 139 cases the right breast was involved, in 121 the le! ind 
ten cases both breasts. 

As to the age when the patients reported for treatment, most of th 
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in our schedule. ‘There are eighty-five known dead. The length 


after treatment of the known living cases is as follows: 


Cases Known to be alive after treatment 
Year Treated 7yrs. 6yrs. Syrs. 4yrs. 3yrs. 2yrs. tyr. L 
1924 38 4 I 3 2 I 6 7 
1925 22 I I I | 2 
19260 25 6 2 5 } 
1927 19 9 6 | 18 
1928 36 9 } 9 
1929 5I Id 13 
1930 47 38 


irom our records we are inclined to believe with Lee that t 
index of malignancy is of more value than the histological findin 
cases. The older patients live much longer following treatment 

Of the twelve pre-operatively irradiated cases ten are alive, and 
opinion this method of procedure is of real value in operable cases 
operation is not made more difficult or hazardous. 

Treatment with radium and X-rays alone was used in thirty-nin 
One case treated by irradiation alone was subsequently operated up 

The employment of irradiation alone as the treatment for cance: 
breast has as yet been the procedure in only a few instances. Ke 
London, believes that if cases to be so treated are chosen with the 
teria as breast-operable from the surgical standpoint, radiation vw 
equally good results. Lee suggests that irradiation be given first 
selected operable cases, and, when properly carried out accordi1 
method in use at Memorial Hospital, will give good results. A met! 
at the New York City Cancer Institute was reported by Cutler in 192 
reason to treat a breast lesion by irradiation was not its operabil 
the standpoint of the local tumor growth but because of the general 
involvements in the patient, such as severe cardiac, pulmonary o1 
lesions. In some of our cases age was the factor which barred surgi 
cedure. From the cases treated it 1s our considered opinion that su 
ation therapy is of value in selected cases. 

The technic which we believe will give the best results is a con 
of external irradiation over the local area involved and the adjacent 
drainage tissues, together with interstitial treatment with properly 
and filtered radium needles or tubes, as described by Kaplan in 
Adair in 1930, and recently also by Lee and Pack. As in all surgi 
cedures, the technic employed must be scientifically carried out 
trained in such work; mediocre attempts at irradiation are equally 
as mediocre surgery. 

Summary.—aA report is made of 270 breast cases treated by the R 


Therapy Department during the period of 1924-1930. 


In our service post-operative irradiation is deemed of valu 
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SARCOMA OF THE STOMACH 
By J. Louis Ransouorr, M.D. 


AND 
Tuomas R. Dickson, M.D. 


or CINCINNATI, OHIO 


Tue object of this communication is to place on record two 
sarcoma of the stomach. Sarcoma is a comparatively unusual forn 
plasm arising from the gastric wall. Ewing estimates that sarcon 
stitutes I per cent. of all stomach tumors. In his review of cases 
Haggard found that 244 cases had been reported, of which 107 
operation, the diagnosis in the remainder having been made by post 
In LQ30, D’Aunoy and Zoller were able to collect 335 cases hey 
sarcomata form I per cent. of all cases of stomach tumor. sc! 
Smithies, in their analysis of 921 cases of stomach tumor, found 
comata. Anschutz and Konjetzny believe that sarcoma of the stor 
more frequent and constitutes about 2 per cent. of all gastric neoplasi 

The pathology of these cases is extremely interesting. Fron 
pathological viewpoint, they may be divided into three classes 
intra-gastric ; second, the extra-gastric ; and third, a gross sarcomat 
tration, resembling linitis plastica. 

Schlessinger agrees to the classification of extra-gastric, submu 
mucosal or infiltrating. The extra-gastric, according to all observer 
most frequently. The pylorus is not, as in carcinoma, the seat o 
tion, so that obstruction is a sare symptom. However, Schlessinge1 
case of this kind. According to Kauffmann, the extra-gastric and sub: 
varieties are of long duration and not of high-grade malignancy 


occur in about one-third of the cases untreated by operation, al d 
frequently found in the abdominal lymph-glands, although the liver 
more distant organs may be involved. Of seventy cases collected by B 


there were four intra-gastric, thirty-two infiltrating and thirty 


gastric. The intra-gastric, originating in the submucosa, spread 
lift the mucosa, involving a varying area of the stomach. They m 
pedunculated as in Case |. After they have been present for a certain let 


of time, an ulceration of the mucosa may develop, resulting in ne 

hemorrhage. Ewing believes that these cases are really myosar 
originate in a sarcomatous change in a fibromyoma of the ston 

much in the same manner in which sarcomata may result fron 
fibroids. This, however, has not been borne out by many other aut 
the microscopical appearance in most of these cases is a typical 
spindle-cell sarcoma. This form may be comparatively non-malis 


may runa long course, 
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mass was discovered occupying the site of an enlarged spleen. In 


spite of tl 
diagnosis of gastric ulcer, the 


diagnosis of splenic abscess was made \t oper 
sarcoma of the posterior surface of the stomach was discovered, which had 
into the lesser peritoneal cavity, forming a large abscess. Microscopical dia 


leiomyosarcoma was made. 

Of the fifty-four cases reported from The Mayo Clinic, the clinical dias 
carcinoma was made in thirty, abdominal tumor in eight, ulcer in five, benig 
of the stomach in three, Banti's disease in two, and sarcoma of the stomacl 
With the increasing interest in these cases it is possible that a correct diagnos! 
more frequently made. The treatment is, of course, surgical, as no other 
therapy seems to be of benefit 


Of the fifty-four cases reported from the Rochester Clinic, thirty-eight 
able, a very much larger percentage than is found in cases of carcinoma of tl 
which come to operation. Of those cases operated, there were twelve cures 
one to nine years. 

Freeman reported a very interesting case of inoperable lymphosarcoma 
nosis was proven by operation, and the patient subjected to X-ray treatment 
alive two years after exploration. This is, of course, possible only in cases 
sarcoma, as they are most amenable to X-ray therapy, owing to their embry 
ture and their consequent radio-sensitivity. The fibrosarcoma are resistant 
and very little can be accomplished from X-ray therapy. 


Unlike carcinoma, large resections are not so important, as th 
is sharply demarkated from the normal stomach. If the tumor 
removed with a generous portion of the stomach, leaving sufficient st 
remaining to close in continuity, a typical gastric resection is not onl 
essary, but needlessly dangerous. The mortality of those cases opet 
at the Mayos’ was 13 per cent., slightly lower than that of operati 
carcinoma of the stomach. The records of the two cases recently uw 
observation are as follow. 


Case I.—Mrs. C. B. P., aged forty-two years, was admitted to the Jewish H ’ 


August 10, 1930, complaining of abdominal distress. She states that she has 


good health for four years, and has suffered from abdominal pain and indigest D) 
ing this period she has had four gastric hemorrhages, and has frequent] 


in the stool. Her left breast was amputated thirteen years ago at the G 


Hospital. Microscopical Diagnosis —Fibrocarcinoma. Two years ago, an X 
nation was made with the resulting diagnosis of duodenal ulcer. She has had 


courses of Sippey treatment. She is weak, short of breath and very 


pal H 
pressure is 140/88, the pulse slow. The abdominal 


examination shows a 
slight tenderness in the upper left quadrant. A mass is felt under the left 


moves with respiration. The size of this mass is impossible to estimate 


A skiagraph (Fig. 1) showed a large circumscribed filling defect in th 
the stomach, due to a tumor which arises from its anterior wall 
August 12, 1930, a transfusion of 500 cubic centimetres whole blood 


ood 


mcisi 


August 13, 1930, the abdomen was opened through an upper mid-line 
fairly large tumor mass was discovered, springing from the anterior wall of th 
and projecting into its lumen. The tumor was almost pedunculated. It wa 


with a generous portion of the surrounding stomach wall. The stomach was 


layers, and the abdominal wall closed by wire sutures. There were no post 


complications. The pathological microscopical diagnosis was fibrosarcoma 


Before discharge September 6, 1930, an X-ray examination revealed a 


70 








SARCOMA OF THE STOMACH 


which showed slight deformity in its mid-sectio1 \ blood « 
ervthrocytes 3.6010,000 Hzemoglobin, 10 per cent 
( I] | r. 4 male, aged Sixty-one years was admitted to the 
November 7, 1931 In August of this year the patient had an attac]l 
was diagnosticated as pleurisy, and responded to rest and medical treatmet 
X-ray examination revealed an infection of the left ethmoidal sinus, for 


operation was peri rmed. Gastro-intestinal symptoms had never been pr 





20, 103 he sudden!| became weak, nauseated and vomited about e1ignt 
The rest ot the | tol 1s essentially negative 

\bdominal ¢ iti shows the liver palpable two fingers-bre 
rignt < tal mat \ mass cal he palpated w hic ‘ te ids ip under 
and seems to take sition of an enlarged he tumor 1s tre 
nearly as can be estimated the size is that d’s head. The b 
give! detail, a t shows why the diagnosis of Banti’s disease was n 





: ( I } 2.—Case II 
| glol er cent Sahh white cells, 8,600; red cells, 3,0 
( es OOK 224,000 clott oe time 2.5 ites bleeding t 
clot t { 
igTra 2 showed the stomach d splaced t the 1 { 
larg ilar 1 e region of the left hypochondrium. The poste t 
ston aetror pI irentl due I idhesi ns be wer it and the t 
the tumor ‘ the region of the spleen it was not thought to be « 
enlargement, be e the mass was circular insteac being oval, as is 
splenic enlargement Furthermore, the mass was adherent to the stomacl ( d 
not occur wit! enlargement ot the spleet It was theret re concluded I 


was either a pancreatic tumor or a retroperitoneal tumor, but not a spleet 

The combinat of enlarged spleen, haemorrhage from the stomach, slight enlarg¢ 
ment of the liver and the blood-picture, led to a di: s of Banti’s diseas« 
\ transfusion of soo cubic centimetres of whole blood was given November 16, 1931 


and the patient operated upon November 17, 1931. Under ethylene anzsthes 
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incision was made. On opening the abdomen, a large tumor mass could be seet 
by the greater omentum. The omental vessels were enormously dilated A 
was made through the omentum and the tumor still found covered by the gastr 


omentum. This was separated and the surface of the tumor exposed. It was 


nodular and apparently of sarcomatous nature. Frozen section at this time 
spindle-cell sarcoma. As the extraneous blood supply was controlled and t 
itself was not particularly vascular, an attempt was made to remove it \ftet 


tying the large vessels of the omentum, the tumor was separated by manual mat 
from the diaphragm, to which it was adherent by tenuous avascular adhesior 
this separation the entire tumor was dislodged from its bed. As it was dis] 
normal spleen was seen to detach itself from the lower pole of the tumor and 

into the abdomen. In its development the tumor had taken the place of the 


lodging the spleen before it. The spleen fitted on the lower end of the tumor 


the suprarenal fits on the upper pole of the kidney After the tumor was 





FiG Ext gast sarcoma showing cyst 


was seen to spring from the posterior wall of the stomach. The differentiati 
the stomach wall and the tumor was clearly marked. The tumor with the iny 
tion of the stomach wall was resected and the stomach closed. The patient 
following operation, and an immediate transfusion of 500 cubic centimetr 
blood was given, 

The growth was an irregular lobulated tumor mass, twenty by thirtv b 


centimetres, weighing 1,280 grams \ portion of the omentum was atta 
mass. A small portion of the stomach formed a part of the mass. There 
tion of the stomach. A large part of the tumor has undergone hzemorr!] 
degeneration. (Fig. 3.) Vi scopical Diaaqnosts Spindle-cell sarcoma 
stormy convalescence, which was complicated by a pneumonia of the left lowe: 


patient made a complete recover) 


CONCLUSIONS.—(1) Sarcoma constitutes between I and 2 per cet 
gastric tumors. 
(2) They present a higher percentage ol operability than carci 


the stomach. 























PARTIAL HYSTERECTOMY AND THE USE OF THE STUMP OF 
THE UTERUS TO SUPPORT THE BLADDER IN THE 
VAGINAL OPERATION FOR PROLAPSE 
By G. Paut LaRogqur, M.D. 


or RicumMonp, VirGINtA 
FROM THE DEPARTMENT OF SURGERY, OF THE MEDICAL COLLEGE OF VIR 

THE many operations which have been advised for prolapse of t! 
and bladder may be classified into two major groups: (1) Those peri 
from above through the abdomen, (2) those performed from below 
the vagina. In many cases, operation through both routes of app 
called for. Decision as to which route to employ will be influence: 
by the extent of the cystocele. A moderate protrusion of the 
be corrected by suspension of the uterus from the abdominal 
supplementary procedure after repair of the perineum. In thos« 
which the cure of the cystocele is the major problem, the desire: 
usually best accomplished by an operation through the vagina. 

The several commonly employed operations designed for thi 
are intended to give support to the bladder, by interposition 
or broad ligament into the area located between the bladder 
of the vagina. 

That the operation should be made to fit the patient rathet 
patient made to fit the operation is obviously indisputable. The 
rational procedure which, with material at hand, can be fitted su 
to a great majority if not all cases is highly desirable. 

For the cure of cystocele, it is quite indisputable that the 
will be secured by employing for support of the prolapsed bladd 


he broad ligaments pulled down fron 


quate amount of uterus or t 
tion within the peritoneal cavity and sutured firmly into a new 
beneath the bladder to whatever fascia may be present in th 
the vagina. 

As a matter of fact, the problems of plastic surgery ar 
unlike those of altering clothes until a proper fit is secured. Th 
for cystocele is largely a job of ladies’ tailoring, not so much for 
the relief of distressing symptoms. 

The use of the entire uterus, according to the method usual] 
as the Watkins operation, finds wide acceptance, and is sati 
many cases. 

There are, however, certain cases in which the uterus is si 
after interposition according to the Watkins method there will 


a bulging tumor at the site of the former cystocele, which is unsat 


even to a widow, and may come down broadside into the vagina 
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acision of vlerus 








FiG 5 A large wedge-sl ‘ ece oft | ( \ small piece of the ate j 


being excised, incl the whol the uterus left after 


the uterus 
j 


fundus, down to the inter: 








\Ante rior pertion of ulerus Cw eway 


Fr 7 The whole interior wall of the uterus, ineludis 
the cervix and the interstitial part of the tube, is excised accor 
ing to the method of Masson This picture is redrawn fr 





Masson’s article in Minnesota Medicine, February, 1929. 
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For extensive prolapse in old women with small uterus and lo 


ments, the removal of the cervix and the overlapping of the bro 









ments serve to give support, as is shown by the extreme popularity ' 
Mayo operation. To remove the cervix, however, always entails a 
risk, such as accidental opening of the rectum and injury to the 
and though these dangers and hemorrhage may be avoided by pai 
care on the part of skillful surgeons, accidents will occasionally happer 
especially in the hands of less skillful operators. 
Moreover, there are cases in which, after removal of the uterus, th 
broad ligaments, if sutured together, according to the method of M 
be found to be under considerabie tension and liable to pull apart, pert 
recurrence of a much larger cystocele. For this situation, with th: 
tump of uterus and 
CEIViX 
hin 
' 
' 
i 
' 








Fic. 12.—Diagram of the sagittal section showing position of the 
stump of the uterus at the completion of the operatior 


and its supports gone, the recurrent cystocele, if curable at all, may 
the ingenious and tedious abdominal operation devised by Robert Pa 
About a year ago, when about to operate upon a case of extensi 
cele and uterine prolapse in a fat woman fifty-one years old, it wa 
that to have sutured the entire uterus in place by the Watkins method 
have left an yvndesirable tumor in this location; and to have removed thi 
uterus would have been unwise because of the fact that the broad 
might have been too short to have permitted their suture accordi 
proper Mayo procedure. 
To solve the problem, after delivering the fundus of the uteru 
usual manner, it was seen that the uterus could be reduced very consider 
in size by excising a wedge-shaped piece, involving the whole fundus, ar 
about half the width of the body of the utérus down to the level of the 
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PILONIDAL SINUS 
By Manpet Wernstern, M.D. 


or Lone Istanp Crry, New Yor« 


IN REVIEWING the subject of pilonidal sinus (sacro-coccygeal 
pilonidal cyst) the reader wonders at the lack of scientific co1 
accorded a condition not infrequent in hospital practice. In 1& 
Warren,'* who was the first to record this lesion, remarked that 
had he seen mention made of it. He noted the tendency to confu 
fistula-in-ano, and advised complete removal. However, in 1880 
offered the name “pilonidal cyst”’—from “pilus” meaning hair, 
meaning nest. 

The lesion can be described, in its uncomplicated form, as a sn 
in the skin, three or four millimetres in diameter, at the level of 
coccygeal joint, and usually in or near the posterior mid-line of t 
The orifice is round or oval, edges smooth, covered by skin, al 
granulation tissue. Occasionally, one will notice a small tuft of 
jecting through the opening. A probe! passed into the sinus t1 
upward, a method of differentiation from fistula-in-ano, the sinu 
points toward the anal ring 

If pyogenic infection is present, physical examination discl 
} 


WOVE 


swelling, with or without fluctuation, and a sinus usually a 


rarely a little to one side Be 


low the swelling and between it at 
may be observed one or more post-anal or coccygeal dimples alw 
mid-line.? The cysts may suppurate and: be mistaken at first 

rectal abscesses or fistule, the true nature of the condition being 
only at operation. 

Pathology.—Histologically, the tract is lined with epit 
small switch of hair is found lying loose in the sinus.® Unless su 
has destroyed the walls of the sinus, the tract is lined by skit 
ends blindly in a sacculated pouch, and does not communicate wit 
structure. 

The surface is lined by stratified squamous epithelium wit 


growths, papillary in shape, but well confined by a basement mem 


supporting tissue is widely infiltrated by inflammatory cells, pol 
nuclear, lymphocytic and monocytic. Focal necrotic areas contaii 


phagocytic cells with ingested débris are scattered through the s 
The dermis includes typical glandular structures and hair follicl 
of the sweat glands lie in the fat at a distance from the lumen of 
In short, the sinus is a modified invagination of true skin. none of 
being fully developed. Even the characteristic hair is thin, fine, 
in pigment. 
SU 
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of Carrel-Dakin solution post operatively in order to prevent recur! 
its value is questionable. 

The following is a method for radical excision of the sinus whic! 
to perform, and thus tar has obviated recurrences. 

Operation.—The patient lies face downward on the table, wit 
under the pelvis to elevate the buttocks. Obliteration of the natal 
flattening out of this region is accomplished by adhesive plaster,” thu 
nating an assistant. Strips three inches wide spread the buttocks 
attached to the inside of each buttock and fastened just anterio1 
terior superior spine of the ilium. Picric acid 5 per cent. in alcoh: 
to prepare the skin. At the same time the solution is generously 


the adhesive strips, thus sterilizing the entire field of operation 





Fic. 2 | 
Fic. 2 After incising the skin, the scalpel undermines the tissues 
Fr 3 The scalpel continues to u S¢ n an oblique direction, and strips 
the sacrum and coccyx 


Local infiltration anzesthesia, I per cent. novocaine with adrenalit 
induces anesthesia. The ischemic field produced permits easy reco 
the outermost regions of the lesion. Injection of the sinus with 


blue is ineffective, inasmuch as not all the ramifications of the 


penetrated by the fluid. An elliptical incision is carried well beyon: 
opening and all scars of previous operations, extending throug! 
and into the subcutaneous adipose tissue. 

The scalpel is then tilted at an angle to undermine skin and a 
of fat, for a distance of one-half to three-quarters of an inch 
dissection is maintained in an oblique plane so that the base of th 
tissue is much larger than the superficial skin-covered portion. | 
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MANDEL WEINSTEIN 


(4) A large section of tissue with a broad base and narrowe1 
skin surface will help to prevent recurrence. If necessary, peri 
sacrum and coccyx, and gluteal fascia are removed when involv 

(5) No attempt should be made to completely eliminate de: 
this is impossible. 
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SYPHILITIC LEG ULCERS 
CLINICAL FEATURES PRESENTED BY 100 CASES 
By Reoinatp A. Curtine, M.D. 
or New Or.LEA La 
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cation that any given lesion from which he may be suffering 
whether that lesion be an ulcer of the stomach or an ulcer of th 

To return to the principal line of thought, had I collected the pres 
of cases on the basis of serological reaction rather than clinical mani 
| should have laid myself liable to the mistake of including on the 


certain ulcers, arteriosclerotic, mycotic, varicose or otherwise, whi 


IC] 


more or less fortuitously to occur in syphilitic patients, and of ex 
the other hand, certain ulcers which presented all the clinical manii 
of a syphilitic lesion, except the serological reaction. As a mattet 
am convinced as a result of a rather extensive experience with syp! 
tients in a large charity hospital that in this locality at least, o! 
lesions, the leg ulcer is perhaps less likely than any other to be associ 
a positive serological reaction. A history of previous genital ulcerati 
eral weeks’ duration, previous antisyphilitic treatment in a reput 
tion, or a childless marriage of several years’ duration is, I an 
vinced, of much greater diagnostic significance. This is probably 
to the fact that the syphilitic leg ulcer is an extremely late manif¢ 
the disease and that the age period at which it characteristically occ 
tively far advanced—facts which will soon be substantiated by st 
dence. 

The value of underlying osseous and especially periosteal chai 


diagnosis of luetic ulcers of the leg is a debatable question. | | 


intended to cause to be taken and to examine skiagrams of the 
the cases in the present series with the idea of establishing the 
value of the association between luetic periostitis and luetic ulcer 
pr xceeded very far, however, before it became apparent, on the on 
many ulcers both clinically and serologically luetic showed no su 
and periosteal changes, whereas, on the other hand, the changes w 
sion were very apparent in connection with many ulcers which had 


1.*1 
ryhiiits 


long periods of time and which were very obviously not syph 

Certainly clinical evidences of tibial periostitis do not occut 
of lues. Ina recent careful survey* of 304 cases from the same 
which this study is taken, there were seen only twenty-two cas¢ 
tibial periostitis. 

Skiagrams are much more reliable for the purpose of shi 
changes than clinical methods, but Stokes* states that the out: 
diagnosis of syphilis is possible in only forty-eight per cent. of « 
am sure that such a figure is not too conservative. More will be sai 
osseous changes associated with leg ulcers subsequently, but the cor 
of interest at present is that the diagnosis of syphilitic ulcer of th 
be made or refuted solely on the basis of associated osseous an 
changes. Because | became thoroughly convinced of this fact before the 
vestigation Lad proceeded more than halfway, I did not consider th 
involved in a complete study of routine skiagrams to be warrant 


* Unpublished. 
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only invariably present in the early stages of the luetic ulcer wher: 
ated but that it is a peculiar odor not associated with any other 
have often attempted to frame some sort of description of the odo1 
but the result has been far from satisfactory. The odor is exceedii 
so much so that it can often be detected as a patient enters th 
before the lesion has been exposed—a veritable stench which may o1 
be strong but is exceedingly pervasive ; it presents some of the chat 
especially the sourness, of the foulest of old cheese, but it is nauseat 
the odor of moist gangrene. I am willing to hazard a guess that 
results from certain volatile fatty acids derived from the disinteg: 
the subcutaneous fat of the patient. I have been especially observant 
odor in the assembly of the present series of cases. 

Pathology.— The syphilitic leg ulcer represents a broken-dow1 
or subcutaneous gumma, very rarely a gumma of periosteum or « 
The gumma, of course, is a typical granuloma and shows the ch 
histopathological picture of such lesions. It consists of granulati 
shows perivascular infiltrations of lymphocytes and plasma cells, ai 
contains a few giant cells he regional blood-vessels show hyper 
obliterative endarteritis, and because of these vascular changes, thi 
sometimes early, but especially in its later stages, shows mucoid ce 
and central caseation necrosis. The gumma proper is surrounded 
connective tissue in which there are usually to be seen imperfect n 
vessels. 

Microscopically, an early gummatous lesion is a solid, either fir 
generally rounded mass which, on cross-section, is yellowish o1 
color. W hen interference with its blow | supply occurs, it rapidly 
central caseation necrosis, and when incised or when it ulcerates spont 
it discharges a characteristic thick, yellowish, usually sterile, necroti 
Frequently the contents of the lesion are not completely necrotic 
of evacuation, and in such cases, a softened core of yellow tissue ret 
hind for a few days, but its attachments soon become liquefied and 
then usually comes away en miasse, leaving a clean-cut cavity lined 
ened membrane or cortex, the surface of which tends to be regular] 
and smooth. The ulcer or cavity left by the lesion may be shal 
frequently deep, the floor in the latter case sometimes consisting 
ternal surface of the subjacent muscular plane. In such cases, 
frequently as clean as if a careful artificial dissection of the muscl 
performed. 

Clinically, a cutaneous or subcutaneous gumma is a painless | 
it has undergone secondary infection with the ordinary pyogenic b 
which case it can only with difficulty be differentiated from thos 
representing infected hematomas. In the case of gumma with secor 
fection, the differential diagnosis from infected hematoma is especi 
cult because in most cases both lesions present a history of previou 

Cutaneous and subcutaneous gummas may occur on any part of 
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I have seen them on the face, neck, breast, abdomen, arms, hands, les 
feet. The accompanying photograph of such a lesion near the inner « 
of the eye is an example of a rare location. (Fig. 1.) Incidental! 
happens that I have under observation and treatment at the present tim 
three cases in which the lesion occurred on the same portion of the uppe1 
extremity: viz., just above the left elbow on the inner surface of the 
Two of these lesions | have been able to observe throughout virtually thei 
entire development. I first saw them as small, firm, non-tende: 
freely movable beneath the skin. They gradually increased in size, th 
over the surface of each gradually became somewhat reddened, but 


acutely tender or painful, and they ultimately broke through the ski Che 





Fic. 2.—H. S., aged thirty-six years. Subcutaneous gumma left arm 


elbow. Began as slightly painful swelling four days ago: progressive enlargem«e 
ment to “bring it to a head.”’ Penile ulcer, presumably chancre, two years ag V 
strongly positive Note necrotic gumma still in situ and compare with Fig. 3 

Fic. 3.—-Same patient as Fig. 2, two days later. Attachments of gumma ha 


entire gumma has been lifted out with forceps Base consists of 


superficial 
Lesion healed completely in three weeks under antiluetic therapy. 


accompanying photographs show two stages in the development 
these lesions after ulceration had occurred. In the first (Fig. 2) 
is still in situ, attached loosely to the base of the ulcer, soft, yellow and friabl 
The latter photograph (Fig. 3) was taken three days later and shows li 
cleanly the necrotic gumma came away, leaving the underlying muscl: 
pletely exposed. 

As a rule, cutaneous gummata heal rather rapidly under the influenc 
anti-syphilitic treatment. When actively treated, it is distinctly unusual 
the lesion to remain open for more than two or three weeks, the time interval 
depending in large part upon the extent of the lesion, particularly the surtac« 
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one of the ways in which to determine whether or not a giver 


would be to examine a skiagram of the extremity 


periostitis. Unfortunately, however, there is a difficulty 


lol 


eCvVvidcern 


ae 


] 


( 


simple diagnostic procedure in that it seems to have been den 


many observers that any ulceration of the leg which 





ies 


Fi 4 

Fi rl S. T., aged fifty-fe ears Cutaneous gumma richt lee 
and lower thirds Duration—five days; opened with a needle Note 
margin, surrounding cedema due to secondary pyogenic infectior Patient 
both tibias, more noticeable in right tibia. Patient father of six children 
—negative. Indefinite history of (possible) primary lesion many years 

"IG. 5 » G., aged thirty-nine years Multiple gummas of left 
middle and lower thirds Duration of lesions—three months Histor 
chancre seventeen years ago. Wassermann—strongly positive lhese lesior 


regarded as classical 


enough is associated with periostitis of the underlying bones, 


has 


ulcer is luetic or not. This observation has now been mad 


number of observers to establish its truth beyond reasonable doul 
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especially when the periostitis involves both bones of the leg, the presu 


is that both processes are luetic. This is especially true if periosteu 


underlying cortical reactions blend homogeneously on the skiagran 
Influence of Trauma.—Trauma 1s generally conceded to be a pr: 
cause of luetic as well as other varieties of chronic leg ulcers. ‘This 
mentioned particularly by Coues.‘ In the present series of cases, 
of definite preceding trauma was obtained in 43 per cent. of the « 
type of trauma varied somewhat but appears usually to have beet 
than usual severity. It was occasioned in different cases by a slivet 
a dog bite, a train wreck, an automobile wreck, striking the leg 
hatchet, falling against a hot furnace, spilling hot ashes on the 
the like. Of course, the legs are portions of the body especially 
to trauma, and accordingly the role of injury as a predisposing fact 
not be interpreted too closely. It seems, however, that devitalizatior 
might very likely precipitate gumma formation inasmuch as it wot 
as only another example of the appearance of a local manifestation « 


disease at a “locus minoris resistentiz.” 


THE RELATIVE DIAGNOSTIC IMPORTANCE OF A HISTORY OF PREVIOl 


TION ON THE GENITALIA AND THE WASSERMANN REA( 


The statistical survey of the group of cases under discussio1 
that a primary penile ulcer, presumably syphilitic, occurred in 66 
of the cases, only 44 per cent. being negative with respect to a 
a primary penile ulceration. The Wassermann reaction, on 
hand, would seem to be of much less significance; thus the ordi 
Wassermann reaction was positive in 37 per cent. of the cass 
in 63 per cent. There is, of course, a very real danger in interpretit 
mann-negative reactions too closely in any series of routine ho 
This is because there are many modifications of the Wassern 
which are in more or less common use in the hospitals throu 
United States, some of which are more sensitive and some les 
When using the more sensitive reactions, scrupulous care must be « 
the technical performance of the test lest false positive reactions 
be obtained. In order to avoid such false positive reactions wher 
sitive variant, scrupulous care must be taken in the preparation ar 
of reagents, and a relatively higher degree of intelligence and 
consequently required of the technician responsible for the pert 
the test. Unfortunately, in hospital practice the technic of the \ 
reaction is burdensome, and the source of revenue for the defray 
expenses incident thereto so inadequate that it 1s not always pos 
ploy the most highly specialized technicians for this purpose. | 
it is rather customary, especially in the larger institutions, to 
modification of the Wassermann reaction, which is not particulat 
the danger of false positive reactions, and this sacrifice in the deli 
test undoubtedly and of necessity interferes with the detection of 
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weak reactions, which, if detected, might be of clinical significance when 


scrutinized in the light of clinical findings by an astute and careful practi 


tioner. It is, therefore, quite possible that the incidence of positive \\ 


mann reactions in such a series as this might be increased somewhat by 


the employment of a more highly sensitive serological reaction he author 


feels sure, however, that not even the most sensitive of such tests would in 


crease the percentage of positive reactions in cases of luetic ulcer by any con 





| 

Fy f woe ig forty-one years. Cutaneous gumma of the right leg, lower 
medial aspect Durat t les six weeks History of penile ulcer, presumably cl went 
years ag Shape res r in spite of duration, little evidence secondary infection, surrounding skit 
relatively normal W rt strongly positive 

Fic k B Lee twenty-seven years Cutaneous gumma junction middle ar lower third 
right leg, posterior pect Duration—six months Began as “pimple” which withi: ‘ s 
became markedly swolle: nd reddened and was “opened by a doctor at the hospital witl knife 
Active antiluetic ther has failed to induce healing Wassermann—weakly positive Note irregular 
contour Absence of tion in surrounding skin; preservation of relatively typical 1¢ 
to prevention of seco ry infection Regular out-patient care at hospital 


siderable amount, certainly not to such an extent as to make the percentage 
of positive reactions approach one hundred. 

Further evidence in support of the greater reliability of the history over 
the Wassermann reaction is the fact that of those cases in which there was a 
disagreement between the history and the Wassermann reaction, those cases 
presenting a positive Wassermann reaction and a negative history represented 
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only 38 per cent of the cases, whereas those cases with a 
and a negative serological reaction represented 62 per cent. of 
Chronicitty.—In only 29 per cent. of the cases had 

present for one month or less; in 45 per cent. of the « 

or less; in 53 per cent. of the cases, three months or less; 
cent. of the cases, six months or less. Exactly one-quarte1 
l.e., 25 per cent., had been present for more than one yea 
had been present for more than five years. The duration of 

at the time of coming under observation was twentv-fiv 
were five cases in which the duration had been twenty y 

In connection with these observations on the duration 
the time of its initial observation in the clinic, an attempt was n 
mine some correlation between the size of the ulcer and its 
surface area of the various ulcers was carefully computed, 
were tabulated on coordinate paper with these values as ordinat 
ration of the lesion as abscisse. ‘The result was a typical 
in which no correlation whatever could be demonstrated 

Age and Sex Incidenc: There is apparently universal 
the luetic ulcer is characteristically a manifestation of si 
syphilis,” and for this reason, the affection should be virtu 
mature individuals, inasmuch as syphilis is, to all intents 
venereal disease and is consequently contracted as a rule duri 
of maximal sexual activity. 

Possibly the age incidence in the particular series of cases 
reported is not exactly representative of a cross-section of th« 
lation, partly because of the sexual precocity of the Neg: 
partly because of the extremely great prevalence of the di 
Negroes in this locality in particular. On the other hand, as 
properly says: “Luetic ulcers may develop in young persons 
of congenital syphilis.” Of the trequency with which 
with respect to ulcers on the leg, | have been unable to cor 
| have seen gummas of other parts of the body in presu 
young boys on numerous occasions, and partly for this reason 
to regard many cases of leg ulcer in young individuals as prob 
even though the age of the subject is not such as to preclud 
of contact infection in the usual manner. In favor of this 
fact that luetic ulcers occur as an extremely late manifestatior 
a matter to be discussed in more detail presently. 

The average age incidence in the present series of cass 


By decades, the percentage distribution was as tollows 


Per cent 
o-10 Oo SI -)DOo 
11-20 7 61-70 
21-30 21 71-so 
31-40 23 S1-90 
41-50 ...-.. 25 
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and in my own experience, as reflected by the present study, it is by 
the case. 

Steel'! states that syphilitic ulcers are most common on the uppet 
half of the leg, but gives no statistics. Also Ochsner and Garside,’ 


t 


quoting statistics, say that “as gummata occur more frequently in th 





Fic. 8 F. C., aged twenty-eight years Cutaneous gumma dor 
just above base right fifth toe Duration—-three months lypical 
ance Note also linear ulceration just above ankle ilso cut 
Duration—one week Patient was bitten by ground rattler 
lesion: as charm against poisoning, has worn tightly tied 
colored string at lace ot secondary ulceration W assert 
positive 


third of the leg, it is at this site that syphilitic ulcer is most likel 
Broeman’® is a little nearer to what seems to be the truth, still 
figures, when he says that all luetic ulcers have a predilection for 
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and hence varicose ulcers, on the left lower extremity. In Goodn 
syphilitic ulcers were uncountered twice as frequently on the right 
the left. 
In the present series of cases, there is incomplete confirmatio1 
man’s contention and little evidence at all to support the view tl 
ulcers are usually or characteristically bilateral. Thus, the right 
tremity was affected in 57 per cent. of this series of cases, and the 
extremity in 43 per cent. of cases. In two instances bilateral u 
seen, but in both of these cases the ulcers were neither bilater 
nor comparable in size. 
I distinctly remember having seen in my past experience a cert 
of cases of bilateral involvement in cases presumably syphiliti 
sure such a condition is the rare exception rather than the ru 
tabulated series indicates. In extenuation of the notion of 
should probably be added, however, that a not infrequent finding 
rence of an open syphilitic ulceration on cne extremity and a 
ulcer on the opposite extremity. In such cases, I have beet 
assuming that the scar represents a healed lesion of syphilis 
however, I have never been able to substantiate by definite evider 
in the light of the results in the present series, whether too mu 
should be placed on the right-sidedness of luetic leg ulcers inast 
preponderance of these ulcers on the right leg was really not vet 
Size and shape.—Probably the commonest teaching with r I 
size and shape of luetic ulcers is that they are small and usu 
they tend to show a crescentic shape or arrangement. ‘Thu 
states that the syphilitic ulcer presents “an arrangement suggesti } 
of a cirele.”” Ochsner and Garside® mention the multiplicity of 1 
and the crescentic appearance. Broeman® mentions also theit 
but gives their shape as characteristically round. He says that i 
luetic ulcer consists of “thickly studded patches of ulcers’ 
lesions vary in size from that of “a pea to that of a hen’s eg 
In the present series of cases, 35 per cent. of the lesion i 
and 65 per cent. single. Of the 35 per cent. which were mult 
cent. showed two ulcers and g per cent. showed three ulce1 
average size, according to rough estimations, considering 
ulcer in those cases in which the ulcers were multiple, was 5.27 
Twenty-nine per cent. showed a surface area of one square incl 
per cent., of two square inches or less; 71 per cent., of thre ) 
or less; 9 per cent., of between five square inches and ten squ 
per cent., of ten square inches or more. \ccessory ulcers wet 
uniform in size, averaging one-half square inch. In by far tl 
centage of cases the ulcers were round or oval in shape. ‘The ret 


irregular—sometimes very irregular. I can remember having s 
luetic ulcers which could be properly called crescentic ; cert 
occurred in this series 
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those cases which occur in young individuals, it may be rapidly 


pletely curative, but in older individuals in whom secondary chai 
occurred in the blood-vessels of the extremities, it may induce relati 
healing. Certainly I cannot agree with those who think that vig 
syphilitic treatment is specific, for these lesions and failure of th« 
heal promptly under such therapy is an adequate reason for questior 
correctness of the diagnosis. 

An extended discussion of the principles and practice of anti 
therapy need not be attempted in this connection. The literaturs 
ject is stupendous and the opinions of authorities do not coincide 
major and many minor matters. The arsphenamines and mercury 
far commended themselves to the profession as to have virtually 
universal use as anti-syphilitic therapeutic agents. Arsenic has beet 
or less constant use in the treatment of syphilis from the time of | 
(1523-1562), first in the form of ordinary white arsenic (arseniou 
then as Fowler’s or Donovan's solution, still later as atoxyl (sodiu 
aminophenylarsenate ), and since 1910, as salvarsan and neosal 
arsenobenzols ). 

With respect to the relative efficiency of salvarsan and neosal 
experience leads me to believe with Burke'™ and others that ther 
question but that salvarsan is a more powerful spirocheticicd 
varsan. This fact was impressed upon me originally while a su 
United States Navy. On shipboard, neosalvarsan was the o1 
available ; at shore stations salvarsan alone was used; the superior 
treatment ashore was beyond question. The same fact has beet 
more recently in a serological study* in which the Kahn precipitatior 
was performed on a rather large series of unselected cases for 
statistical survey. Those cases in the group which were not 
treatment at the time but had previously been treated with neos 
most invariably presented a positive reaction regardless otf the 
doses of the drug given or the time interval between the last 
the performance of the test. 

Mercury is a therapeutic agent so universally accepted 
especial mention. 

Bismuth, a younger agent therapeutically, seems to be gaining 
confidence in the profession with the passage of time and appear finite 
to belong in the category of valuable anti-syphilitic drugs. 

Wallace,” of Dublin, in 1836, was apparently the first physi to ust 
iodine in the treatment of syphilis, but Ricord'’ popularized the u 
drug in the treatment of the disease in its tertiary stage. ‘This dru 
from those named previously in that it is not of value as a combat 
syphilitic infection per se. Burke’ says in this connection: “It cannot by 
strongly insisted upon that iodine and the iodides possess no trepo 
power. ... Neither iodine nor its salts are treponemicides. Phe 

* Unpublished, 
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Lately I have been using sodium iodide intravenously in some cas« 
series of patients from which the particular cases under discussion wert 
are the poor and indigent, not to add the ignorant and slovenly. The 
potassium iodide in the case of some of these patients is a serious 


burden and in some cases is actually prohibitive: Although it has 


been possible for those without financial means of their own to procul 


drug through charitable sources without cost, nevertheless the amount 
able at any one time has invariably been so small as to discourage th 
in replenishing his stock as it became exhausted. The result has bee: 
some cases | never could feel quite sure that although the drug | 
ordered, it had been actually procured and taken by the patient accor 
instructions. Accordingly, in those cases in which I[ had reason t 
that the iodine medication was not being scrupulously followed, | have 
the intravenous method. Smaller doses have been given in the begin: 
the average therapeutic dose is the contents of a twenty-cubic cent 
ampoule of sodium iodide in 5 per cent. solution ; t.e., about thirty-thre 
The injection is, of course, made under aseptic precautions and proce: 
slowly. To insure this latter state of affairs, | prefer to inject with 
hypodermic needle. Ina few cases, | have seen syphilitic ulcers he 


juite re 


under intravenous iodide therapy, although they had been q 


treatment per os. 

\dequate anti-syphilitic treatment, 1.e., the adequate usag: 
arsphenamines, mercury, bismuth and the iodides, does not by any 
variably lead to marked improvement in the local lesion. I have seet 
ulcers in patients with strongly positive serological reactions heal vet 
and rapidly whder the influence of vigorous treatment by these di 
have seen ulcers of longer duration in syphilitic patients improv 
under such medication, and | have seen other ulcers, both of long 
duration, which appeared to be absolutely uninfluenced by the anti-s 
treatment, in spite of the fact that they were definitely luetic by « 
of diagnosis. Although, therefore, anti-syphilitic treatment and thi 
iodides in large doses is indicated in every case of syphilitic ulcer o1 


syphilitic ulcer, the results of such medication may or may not be satis! 


In my experience, | have found that in only a relatively small proport 


really chronic cases could this form of medication, no matter how vis 
pushed, effect a cure of the lesion. If it were not so, there would be 
cuse for the considerable literature which has grown up on the sul 
therapy. 

Local treatment.—Local treatment of syphilitic ulcers is desig: 
complish one or the other or both of two ends: (1) To control s 
infection, and (2) to promote healing. 

Because of the fact that the syphilitic ulcer is a relatively paint 
that it occasions no incapacitating disability, and that it may not be 


large at first, patients in straitened circumstances, patients posses 


limited intelligence, and those careless in matters of personal hygiet 
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In the light of war-time and post-war-time experience, it woul 
that the rational method of procedure in any open infected lesio1 
method which has sometimes been called “physiological antisepsis.”” T| 
sists of the application to the lesion of sterile compresses of hypertor 
solution, preferably in the case of such lesions as chronic leg ulcers, 
form of hot sterile gauze compresses. The rationale of the hyperto: 
solution compress cannot be detailed in this place and still preserve the 
equilibrium of the discussion, but Fleming’s'’ excellent discussion 
Action of Chemical and Physiological Antiseptics in Septic Wounds,’ 
published in 1919, is still a classic and worthy of the perusal of anyon: 
ested in the subject. 

The control of sepsis in : yphilitic ulcers is usually not difficult whe: 
this method. My custom is to instruct the patient to procure a cl 
preferably a new earthenware basin, and to fill with water, using 
quart milk bottle to measure the amount of water added, then to ad 
water two heaping tablespoonfuls of common salt (sodium chloricd 
heaping tablespoonfuls of epsom salts (magnesium sulphate) for ea 
measured, then to place the basin or pan over the fire and boil th 
subsequently allowing it to cool somewhat before use. The patient 
/ directed to pour this solution over a voluminous dry gauze bandage pri 
applied in the clinic. Such a solution contains about 6 per cent. of 
added and is sufficiently hypertonic. Boracic acid is considerably less 
even in saturated solution and incidentally is somewhat more expensi 
these two reasons, | do not consider it particularly suitable. Patients ar 
instructed to make applications at intervals of one hour and to 
dressing saturated with the hot solution for a period of half an how 
time. Within a few days, if this treatment be persistently followed 
any leg ulcer, even though grossly infected, can be very effectively ster 

For the stubbornly resistant varieties of infected ulcer, there is 
native but to put the patient to bed, subject him to permanent ele 
the affected part, and treat the local lesion vigorously according to th 
ciples previously enunciated as suitable for ambulatory patients until 
cess is well under control. I have never seen a case of luetic leg 
badly infected that it failed to respond to this form of treatment. Wh« 
infection has once been brought under complete control, every effort 
) of course, be made to prevent secondary contamination and an exace1 

of the original infectious process. 
With the sterilization of the ulcer, the therapeutic goal chang 


' 

stimulation of the process of repair. As all those who have had muc!l 
t ence with the treatment-of chronic leg ulcers know only too well, the m 
agents, ointments, powders and lotions previously mentioned as being 


cient in the control of infection are even less efficient in the stimulatior 


process of repair. This process is essentially one of the growth of m 


the gumma. Inasmuch as the growth of both varieties of tissue is depet 
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of lymphangioplastic operations is to form an artificial means of « 
tion between the superficial lymphatic chain of vessels which cours: 
to the deep fascia, and the deep chain of lymphatics which course ck 
fascia, there being normally no considerable intercommiunication tl 
fascia itself ; the fascia forms a tubular investment for the muscles 
and thus separates rather distinctly the one group from the othe: 
operation is a rather simple one. He uses two or three pieces 
silk suture material. He passes the silk on a probe through the 
cedematous tissues, to and through the deep fascia into the dee] 
plane; he allows these pieces of silk to remain im siti until new 
channels have been created along the course of the silk ligature 
He emphasizes the importance of assuring one’s self that the deey 
these pieces of silk have actually been thrust deeply into the muset 
have not been allowed to become subsequently displaced into the sub 
tissues. Mason has treated several cases of chronic callous ulce1 
manner with apparently excellent results. The author has never | 
to try the method, but it would seem to be entitled on the basis 
sense and Mason’s endorsement to further trial by other person 

deal with the ulcer problem. 

Operations on the sympathetic supply to the part—The popular 
Leriche*! of the idea that the operation of periarterial sympathector 
able of markedly increasing the arterial blood supply to the extre1 
stimulated much experimentation with respect to the potentialities | 
tion in the treatment of a variety of conditions. Chronic leg ul 
been no exception. It was the teaching of Leriche that the ope: 
periarterial sympathectomy causes interruption of the vasoconstri 
fibres supplying the part of the be uly distal to the site of operatior 
tends to flood the part with arterial blood. Ford** conceived th 
such an augmentation of the blood supply of the lower extremity w 
what seemed most needed in the treatment of chronic leg ulcers. For 
however, that actual periarterial sympathectomy performed wit! 
might be less successful in accomplishing this end than a som 
simple procedure ; vis., the interruption of the periarterial sympathet 
trunk by chemical means. Following the lead of Sampson Hat 
produced chemical section by injection of alcohol into the wall of tl 
Ford proposed this practice in the treatment of leg ulcer sine: 
to be simpler than section with a knife and also since Leriche had 
shown that the vasodilator effect of mechanical sympathectomy was 
not lasting for more than a month at best. Arguing from the pret 
prolonged effect of alcohol injections in the treatment of trigeminal 
Ford thought that the use of alcohol should produce a more pro 
action. Although Ford tried this procedure clinically in but one cas« 


sults in this case were particularly gratifying and he expressed his 


of making the procedure an object of further assay. 
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When properly applied, the Unna’s plaster stocking is by far the 
vice of all. Many of those who have contributed to the literature on t 
ject of chronic leg ulcer have spoken very highly of this device 
Thomas,”* Strickler,'* Eloesser,? Ochsner and Garside.® The met! 
preparation and application of this device has been described in a nui 
different places and need not here be repeated.* Among other ad 
this device possesses the following: (1) It is semi-elastic and yet m1 
it is relatively inexpensive; (3) it can be prepared and applied 
everyone and almost anywhere ; (4) it is a custom-made device whic! 
part perfectly and provides diffuse but adequate support over the ent 
tremity below the knee; (5) it is fashioned to fit the individual patient 
molded to the shape and size of his particular extremity; (6) it cam 
moved and replaced by the patient without the knowledge of the pl 
(7) when it becomes soiled or ceases to perform its proper function, 
away and discarded without hesitation or compunction, because it is 
cheap. 

Plastic operation.—Plastic operations attempt to attack the proble: 
a much.more direct angle than any of the preceding forms of treatment 
problem is immediately shorn of much of its technical difficulty b 
sumption that the essential features in the case are a denuded art 
body, which the body is unable to fill in the usual manner with 
tissue and epithelium by virtue partly of its size, partly of its loc 
partly because of other factors, chiefly a zone of fibrous connective 
terposed between the ulcer itself and the adjacent normal tissues fro 
vascularization and the formation of new tissue must in the nature 
eventually come. 

It is assumed by those who advocate plastic operations that chr 
litic leg ulcers can be cured like other lesions which involve extensive 
tion of tissue by careful skin grafting of the area after adequate prey 
of the field for grafting. | am well aware that the solution of the pr 
probably not actually as simple as it looks at first glance, but largel 
of the pioneer work of such surgeons as Long,*’ Carnett,?° Doug 
others, I have come to believe that the idea of primary grafting in 
of chronic syphilitic ulcers is fundamentally sound and should be n 
f the belief that luetic ulcers 


quently adopted. l am strongly 
one inch in diameter should be subjected to skin grafting just 
as adequate anti-syphilitic treatment has been provided and infection | 
controlled, without waiting to determine what effect other forms 
treatment may have. Furthermore, | am convinced that all ulcet 
though they be much smaller than this, should be subjected to skin 
within a month or six weeks, provided they do not show a rapid 
to heal under the ordinary forms of treatment previously described 

* Anyone to whom the Unna’s paste boot is unfamiliar is referred to: Cutt 
Chronic Leg Ulcers. Treatment with Unna’s Paste Boot. Amer. J. Sur; 
p- 743; 1930. 
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soon as this condition has been found to exist, the surgeon « 


sterile gloves and proceeds to determine by caretul manipulatior 
the extent of the preliminary excision of tissue which must be n 
to provide a satisfactory bed for subsequent grafting Phe amount 
which must be cut away depends upon the amount of fibrosis whi 
curred, for sufficient tissue must be removed to expose a relati 
and adequately vascularized area from which healing can tak 
grasping the margins of the ulcer between thumb and finger ot 
hand and by gentle exploration of the base of the ulcer with the « 
finger, a very satisfactory determination of this point can be mad 
speedily. The first stage of the operative repair can now be complet 
consists merely in the excision of the required amount of tissu 
trol of hemorrhage from the base of the new ulcer thus created 
dressings are then applied to the area and the patient is returned 
whereupon the limb is elevated as before and the new ulcer is alloy 
for a number of days with clean, healthy, non-infected granulat 

The amount of time required for this process varies consi 
frequently consumes two or three weeks. During this period 
granulation tissue tends to become exuberant, it may be slight! 
with a stick of fused silver nitrate, or if the granulations appeat 
able, they may be stimulated and hardened by the application oi 
tonic sodium chloride solution in a strength of about 10 per cent 
as it is believed that a good bed of granulation tissue has developed 
is again taken to the operating room for the last stage of the op 
consists of the actual erafting 

The type of skin erat to be used will undoubtedly varv witl 
vidual preferences of the operator. The thick and the thin, the sn 
large grafts, all have their advantages and disadvantages, and it is 
careful weighing of these advantages and disadvantages in any 


that the operator can determine the proper methods for us« 


eraft would be ideal if the area to be grafted were the only cor 
Unfortunately, about the only place from which a pedicle gt 
taken in these cases would be the same or the opposite leg. If the op) 
is chosen and it has a defective blood supply, the pedicle itself 1s apt 
before it takes, and in any case, a large defect is left on the sound 
must subsequently be made to heal or else the patient simply e> 
chronic ulcer on one leg for a chronic ulcer on the other. The Thier 
usually takes well and leads to healing in a relatively large numbet 
However, the resulting layer of protective epithelium is thin; 
injured easily and it resists infection poorly. The small deep gr: 
takes satisfactorily, but it produces an unsightly scar and it fails 
contractures from developing. Full thickness grafts are ideal fron 
of view of healing, cosmetic effect, and prevention of contracturt 


may easily be compietely lost if post-operative infection occurs. 


All of these objections, however, are merely relative, and cor 
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TRANSACTIONS 


NEW YORK SURGICAL SOCIETY 
STATED MEETING HELD MARCH 9, 1932 


The President, Dr. Joann Dovuauas, in the Chair 
BLEEDING DUODENAL ULCER—RECURRENT 


Dr. Enwarp J. Donovan presented a man, aged twenty-four years, 
was admitted to the Medical Ward of St. Luke’s Hospital, January 8, 
with a history of having been operated upon in another hospital M 
1929, for perforated duodenal ulcer. Previous to this he had had ulcet 
toms for about one year. A simple closure of an anterior-wall du 
ulcer was done. One year later he began to have his old distress after « 
and often induced vomiting to obtain relief. He was readmitted to tl 
hospital where a duodenal tube was passed, and he was fed through tl 
two weeks with relief. Last May he again began to have distress 
this time he has adhered strictly to an ulcer diet but has remained onl) 


comfortable. Three days betore his admission to St. Luke's, his 
came severe, and he noticed a tarry stool for the first time. His stool 
remained tarry ever since. He has had considerable pain in his epiga 


but a feeling of weakness and vertigo has probably disturbed him mor 

blood count on admission was: red blood cells, 2,900,000 : hzemoglobi Pe 
white blood-cells, 5,000: polymorphonuclears, So: and lympho ytes, 
was transfused and starved for forty-eight hours. As soon as the 
stopped he was put on Lenhart’s diet. For four days his stools wer¢ 
tive for blood, but they again became positive and tarry and his ham 
dropped from 68 per cent. to 55 per cent. He was then transferr 


surgical service. Operation January 26, 1932, showed an antet 
duodenal ulcer and also a hard, indurated posterior-wall duodenal ulce: 
a blood-clot in the centre showing definite evidence of recent bleedi 
incision was made one inch above the pylorus; a finger was insert 
the duodenum and two ulcers were palpated; the incision was _ prol 
into the anterior wall of the duodenum, excising an ellipse includi 
anterior-wall ulcer and one-half the pyloric sphincter. A posterior-wall 
of large size was excised with a cautery and the edges were clos¢ 


continuous chromic suture The cut edges of the duodenum wer: 
sutured to the cut end of the stomach with three rows of chromic, the 

line being at right angles to the long axis of the stomach to preve 
striction. The mucosa was sutured as a separate layer as this is mor 
strictly hemostatic, and in this way it is unnecessary to turn in as mi 

the edges as it is with ordinary suture. At the end of the operation t! 


pylorus easily admitted three fingers; a jejunostomy was then done for 
ing purposes by the insertion of an 18 French catheter about six 
below the duodenal jejunal juncture. The tube was passed throug! 
omentum and out the lower angle of the incision. 

Convalescence was disturbed slightly by post-operative pneumonia, 
started on the second post-operative day. His temperature was norn 
days later, and his convalescence was most satisfactory from that time. HH 


was given nothing by mouth for forty-eight hours. Then water onl 
given in small quantities for the next thirteen days. Feeding was starte’ 
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There was considerable acute inflammatory reaction around it. A p 
Polya was done, excising that portion of the duodenum bearing th« 
He is now free from symptoms. 

Fluoroscopy, March p Pap i 3 showed stoma open ; stomach emy 
rapidly ; no dilatation of the intestinal loops and no spasm around the 


BLIND POUCH GROWTH OCCURRING NINE YEARS AFTER PA] 
COLECTOMY WITH LATERAL ANASTOMOSIS 


Dr. Orro C. PickHARpDT presented a young girl who was admitt 
Lenox Hill Hospital, February 20, 1923, aged five years. She was 
before the New York Surgical Society, February 23, 1927, as a 
cecal ulcer with lymph-node hyperplasia, simulating sarcoma (fout 
post-operative) (see ANNALS OF SURGERY, vol. Ixxxv, No. 6, June, 
She underwent two operations in March, 1923. First.—Ileocolostomy 
verse colon), with lateral or side-to-side anastomosis. Second.—R« 
of terminal four inches of ileum, cecum, ascending colon and thre: 
(about half) of transverse colon. In other words, the intestine wl 
been short-circuited in the first operation, due to pathological chai 
removed. The child made a good recovery. She was presented her 
other reasons, because : 

(1) The extensive large gut resection did not seem to hav 
normal growth. 

(2) The small blind pouch, left at the hepatic end of the tr 
colon, had practically doubled itself in size. Whether this was be 
natural gas distension or because of normal growth in the larg: 
was not clear. The question was asked, “Will this blind pouch conti 
increase in size and will it finally cause abdominal symptoms?” Uy 
the answer must be “no.”’ 

At that time the relative size of the other blind pouch th 
of the small intestine—presented because of the lateral anastomosis, 
taken cognizance of. 

This same patient is now presented again, after a five-year 

; to show: that the extensive resection has not hindered her in het 
growth, either physically or mentally. She is now fourteen years ol 
years and eleven months post-operative). In height she is 62.5 i1 
average being 60.3 inches. Her weight is ninety-six pounds, the 
is 100.3 pounds. She is therefore two inches taller and four pounds 
than the average normal girl of her age. She has always beet 
active child, both physically and mentally. Her bowels move, either 
or twice daily, without medication of any sort. Her wounds have ret 
firm and well-healed, and no herniz are present. 

The growth in the blind pouches is as follows: (A) Large int 
This pouch has changed comparatively little in length; measuring 
proximately twelve centimetres as compared to nine centimetres fiv 
ago. This would appear as a rather normal amount of natural 
remembering also that the normal peristaltic wave would tend t 
this pouch. 

(B) Small intestine (blind pouch).—Here we find a different cor 
\pproximate measurements show five years ago a length of fourte« 


metres which now has risen to approximately twenty-two centimetr 
| tically a 50 per cent. increase. In width it has increased fror 
centimetres to four centimetres. ‘The general impression is that thi 


now, as a whole, is from one-half to two-thirds larger than five y 
particularly in its distal club-shaped portion. Here the patient has 
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The normal average length of the small intestine in the adult may be cor 
6.11 meters or twenty teet six inches Che normal average leneth of the color 
may be considered as 1.52 meters, or five feet two inches 


ECHINOCOCCUS CYST WITH CALCIFIED ADVENTITIA 
COMPLETE REMOVAL 


Doctor PicKHARDT presented a man, forty years of age, Hungaria 
was admitted to Lenox Hill Hospital, August 7, 1930. Had beet 
United States for twenty-six years, with one visit to Europe two year 
During this visit he developed a fever with indigestion and alternating 
of severe diarrheea, and constipation. At present he has a continuati 
these symptoms for which dispensary treatment has been unavailing 
of weight from 202 pounds to 152 pounds. His abdomen was som« 
full, particularly on the right side. Just below the right costal margi 
toward the mid-line, was a deep, large, rounded mass, projecting fron 
the liver edge, which could be felt as a hard, smooth, and distinct lin 
mass moves with respiration. It is attached to the liver and is not 


larly tender. White blood-cells, 9,750; polymorphonuclears, 66 pet 

eosinophiles, 3 per cent. Echinococcus fixation test—negative. Icteri 
8.0. Van den Bergh—negative. Wassermann—A:O; + C:O 
Rontgenogram.—Graham test—The gall-bladder fills and is see 


on a level between tenth and eleventh ribs. It is displaced upwat 
rounded mass, apparently arising from the lower and outer border of the 


liver. The gall-bladder functions well. 

O peration.—August 14, 1930, by Doctor Pickhardt:—A_ Koche: | 
costal incision was made on the right side. This exposed a large, grape! | 
sized, hard, round tumor mass, arising in the lower border of the left 
of the liver, and impinging against the intestines below. The cyst ext 


backwards into the lumbar region and to the vertebrae. When the 
was opened an uncountahie number of thin-walled transparent cyst 


taining fluid and ruptured cysts of various sizes were found. Thes¢ 
scooped out with a large spoon until the cavity was clean. The cavit 

then sprayed with ten cubic centimetres of pure formalin which w 

wiped out and the same procedure again done with 90 per cent 


The cavity was then packed with iodoform gauze after the edges 
adventitia have been marsupialized to the skin. 

The cysts contained a cloudy, watery fluid whose turbidity was 
ently caused by small white particles. 

Microscopical sections of the daughter cysts showed healthy 
of tenia echinococcus. 

l‘or the first two weeks after the operation there was the usual 
of discharge from the wound, then a foul odor became apparent, and thet 
bile appeared on the tampon. During the next five weeks, the amo 
discharge continued the same and in spite of various irrigating sol 
the odor became more foul Occasionally, a few small calcified pl es 


would come away. The condition as far as healing was concerned ha me 
to a standstill, and the external opening was so contracted that it 
allow proper drainage. ‘The interior of the cavity was lined wit! 


calcium deposits which kept the walls rigid and did not allow oblit 
of the cavity. 

October 15, 1930, two months and two days after the first operat 
old wound was enlarged at either angle. This exposed a cavity the 
a small grapefruit, lined with a thick connective-tissue sac withi 
were calcareous deposits, and which was trabeculated and grown int 
folds. No attempt at granulations was present. This adventitia 
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\ diagnosis of echinococcus cyst of the liver was made but ot 
of the concomitant lues, it was decided to give the patient intensive 
specific treatment, pre-operatively. This was done for three mont] 
instead of a decrease in the size of the abdominal mass, it increase: 
the Wassermann remained at A: I to 2 plus, C: I to 2 plus. 

The patient was readmitted to the hospital November 20, 192: 
operation. 

November 27, 1929, Doctor Pickhardt made a four-inch upy 
rectus incision. Because of a previous operation and because of 
adhesions, it was impossible to enter the peritoneal cavity \ tw 
trocar was then inserted into the most prominent portion of tl 
Immediately a perfectly clear, slightly yellowish fluid, containing 
whitish granules (scolices) exuded under pressure. In this mam 
cubic centimetres of fluid were collected in a sterile container; tet 
centimetres of pure formalin were then instilled into the cavity 
to remain for five minutes. 

With the trocar in place as a guide, a two-inch vertical incisior 
into the cyst outer wall, or adventitia. Within this cavity there w 
the real echinococcus cyst which was whitish in color, quite fri 
only moderately adherent. By means of strong suction this was 


removed in about three pieces. 

Following this, the interior of the adventitia was swabbed out 
per cent. alcohol. The cavity was rather lobulated, of a dirty whitis! 
character and the thickness of the adventitia at least three millimetres 


cavity was covered superficially by a layer of liver tissue about five 


millimetres in thickness, was in the right lobe of the liver and extend: | 
into the right flank, and was completely walled off from the peritoneal 

proper. It was iateral to the gall-bladder, the tip of which could 

indistinctly completely surrounded by adhesions. No daughter 

size was recognizable. 

After thorough cleansing of this cavity with saline and suctior 
three times, it was again filled with saline solution by means of a fun 
then the cavity was tightly closed with interrupted chromic sutur 
marsupialization was done \ rubber tube was placed down to the sut 


line in the cavity and the abdominal wall closed around it. 

The post-operative course was uneventful. Very moderate ris 
perature, with slight cough. No definite signs of anaphylaxis as sl 
urticaria. There were some indefinite signs of bronchial spasn 
of great moment. 

Nineteen days after operation, the patient was discharged in « 


physical and mental condition. Wound is completely closed and well 
February 7, 1932.—[Echinococcus fixation test, negative. Wasser 

\: plus minus, C: 1 plus. Blood count, white blood-cells, 3,600; pol 

phonuclears, 68 per cent.; eosinophiles, I per cent. No sympton 


well, gaining weight, now up to 156 pounds; no mass. 

The points of interest in this patient are: (1) ease of removal 
(2) Closure of wound, without deep drainage. (3) Consistent] 
complement fixation test, both pre- and post-operatively, except for 
port. (4) A strongly persistent positive Wassermann in spite of 
antispecific treatment pre-operatively, but immediately post-operati 
drop to negative or at most one plus Wassermann reports, with 
further treatments. 

Among the various conditions which may cause a positive \V; 
there is no mention of echinococcus disease. 
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later open into the stomach. This was accomplished very easi | 
abdominal wound was again closed around the tube and a cigarett« 
rhe cigarette drain was removed on the third post-operative d Bil 


drained from the abdomen around the “T” tube for several days then ceased 
In a few days the “T” tube was pinched off with a Murphy drip « 

several hours a day until finally the patient was taught to unpinch t! 

for a few minutes night and morning, and to keep the tube in p 

means of adhesive-plaster strips. 

The patient was discharged from the hospital May 2, 1931. She returne 
every few weeks for examination until October 20, 1931, wher e€ was 
readmitted for the final operation. She had gained in weight and stated s| 
felt well and had been doing her usual household duties. 

October 23, 1931, icteric index was IO. October 26 the sinu 


the tube was dissected free down to where the tube was fastened to the 
posterior wall of the stomach. A two-inch incision was made through th 
anterior wall of the pyloric end of the stomach parellel to its long , ther 


a stab wound made through the posterior wall of the stomach into the sinu 
containing the tube. Several inches of the long end of the tube wer 
off and the tube pulled through into the stomach. 

The tube was then cut off flush with the inner surface of th 
but was not removed as the tube had been retained with so muc!l 
that it was thought it would soon be discharged into the ston 
anterior wall of the stomach was closed transverse to its long axi 
narrowing of the stomach at this point. The excess sinus was cut 
end sutured. The abdomen was closed without a drain. The patient mad 
an uneventful recovery. November 4, 1931, a flat X-ray of th met 
showed the tube still in position. 


The patient left the hospital November 14 and has returned mont 
X-ray. The last one, taken February 2, showed the tube still 
She is now feeling well and doing her regular work. 
All the above operations were done with spinal anesthesia, 
cubic centimetres of spinocaine. 
Dr. DeWitt StTerren said that in 1914 he had a similar acci 


apparently simple cholecystectomy. The patient was a woman, at 
sixty-four years old, who had a somewhat thickened gall-bladder, 

a solitary ovoid calculus and with a fistulous communication betwee: 
fundus and the duodenum. After separating the adhesion bet 
fundus of the gall-bladder and the duodenum and closing the ope: 


duodenum, he proceeded in the usual manner to perform a cholecyst 


which was by no means especially difficult. After ligating and dividing t 
mesentery of the gall-bladder, he noticed a rather larger lumen than usu 
and, removing the ligature, he found that he had completely divided th 


hepatic duct transversely. He attributed this accident to an anon 
not unusual—namely, a parallelism of the cystic and hepatic duct ndet 
these conditions a division of the hepatic duct can very easily occu 

nately, Doctor Stetten recognized the nature of the mishap and w ble 
perform without much trouble an end-to-end anastomosis of the divid 


The patient made a relatively uneventful convalescence with only sli 


drainage for a short time. Thirteen years later, in 1927, when 
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croft removed the appendix on X-ray findings alone. But his 82 ent 
benefits may justify the procedure; he did not agree with Doctor B 

removal of the appendix where there were no subjective or object 

toms. Doctor Bancroft’s operation is a choice one in that it puts the ulce 
in #n alkaline medium and gives a satisfactory closure of the py! 

has not the difficulties of attempting excision of the ulcer particul 

it is attached to the pancreas. He did only one gastroenterostomy ! 
gastroenterostomy still has its place in surgery of the duodenal ulcer 

larly in those ulcers of long standing with a large excess of hydroc! 

and marked deformity of the cap producing obstruction. The Li 

has often proved a life-saving measure; many secondary operat 

been prevented by its use. The most important part of this tear 

the assistance of the internist in establishing a long, careful, pr 

preparation of the patient, his daily post-operative round and meticu 


operative supervision. 


Dr. CHARLES W. Lester (by invitation) said that operatio1 
appendix for the prophylaxis or treatment of post-pyloric ulcer art 
for the purpose of correcting pylorospasm. Pylorospasm is a pers 
traction of the pyloric muscle during a large part of each gastri 
pyloric muscle is fan-shaped and embraces the pyloric region. Du 
peristalsis it is relaxed until the peristaltic wave reaches it. Then it tracts 
on the gastric contents in its embrace and forcibly squirts it into 
num. Thus it is not a true sphincter although it can have a sphin 
Its nerve supply is by a separate branch of the sympathetic. 


[Irritation anywhere in the peritoneal cavity can set up impulses t I 
sympathetic route which bring about a spasmodic contraction of 
muscle and make the condition known as pylorospasm. ‘The most frequent 
site of this irritation is in the region of the appendix. The apy | 


usually found kinked by adhesions and these adhesions frequent 
the cecum, terminal ileum and sometimes the ascending colon. Simy 
dectomy in the presence of these adhesions will not suffice to 

irritation. The adjacent gut must also be freed. Nor will al 
pylorospasm be benefited by appendectomy. The cases must be sel 
care on the basis of clinical and rontgenological evidence of trou 
right lower quadrant. All the successful cases cited by Doctor Bai 
this evidence which was verified by the operative findings. It 

remove the appendix when the source of irritation lies elsewhe1 


peritoneal cavity. 


Dr. RicHarp LEWISOHN agreed with Doctor Bancroft as to the import 
tance of a close cooperation between the internist, the radiologist and the 
surgeon. However, he thought that to put the question of operat: 
tion on the radiological department meant a very heavy burden for the 
radiologist. While his opinion should carry a great deal of weight 


decision must rest in the hands of the clinicians. 
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formed. Most surgeons become a little touchy if they find that thei: 
consider them at all as expert mechanics to be directed by 
physician. In the cases reported a number of operative procedur 
been employed, nearly all of which are operations of a greater 
than gastroenterostomy. Here Doctor Mathews seemed to see th 
on Doctor Bancroft’s work of a radiologist who has been so outspo! 
condemnation of that operation. Doctor Mathews is perfectly convil 
gastroenterostomy is a valuable surgical operation. In 1931, B 
associates operated on 450 patients with duodenal ulcer and perform: 
enterostomy on 58 per cent. with less than I per cent. mortality 
cent. the ulcer was excised with a plastic on the pylorus. This 
10 per cent. of the cases for resections and exclusions. Every mont 
follow-up at St. Luke’s Hospital Doctor Mathews has been impresse 
good results of gastroenterostomy in selected cases, as the patients 
year after year with scarcely any complaints. The results, he is 
are due to the gastroenterostomy, although the radiologist referr: 
asserted that ulcers heal in spite of it. Doctor Mathews sees no 
replace the operation by more formidable ones in the average ulcer ca 
ing operation. He has done exclusions and resections in duodenal 
is strongly impressed with the extensive field of usefulness 
enterostomy in these cases. He believes the abolition of this operati 
Doctor Bancroft’s series further indicates that he has been ill 
sharing the responsibility for the selection with others who are not 


surgeons. 


Dr. J. WittiAM Hinton said that in the Stomach Clini 
Hospital they have had 460 cases in the past four years. Of that nur 
were post-operative cases. Of the 128 cases 59 per cent. have bee: 
on for acute and 69 per cent. for chronic ulcer. That leaves 332 uw 
cases of ulcer seen in that time. Of the 69 per cent. operate: 
twelve with marginal ulcer, 16 per cent. of gastrojejunal ulcer, thre 
the speaker personally operated on. He had been very much surp: 
these figures which convinced him that gastroenterostomy is not 
procedure as he had thought it. Patients have come back seven 
gastroenterostomy. They felt fine at first but developed pain f1 
ulcer. It has been proven by gastroenterological studies that mai 
patients have been treated medically for years afterward. As to the 
Doctor Hinton did not believe this was of any value unless the 


seen personally. 


Doctor BANCROFT, in closing the discussion, said that he h 
there would be some criticism of the policy adopted. Neverthel 
felt that it was worth an experiment to attempt to improve the tre 
duodenal ulcer. If a marked advance could be made by a similar 


the treatment of diabetes, it could be achieved in ulcer. Theret 


experiment, it had been decided that the surgical department wot 
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Extension is normal. Ilexion proceeds through an arc ot 
There is no instability of the knee-jomt in any direction rhe 1 ' i 
about without the aid of any support, and there is no appreciabl 
was presented because of the rarity of the injury and to call attent 








I Lateral dislocation of knee 
complete lack of instability in the knee-joint even after the s 
which undoubtedly involved tearing of the crucial ligaments 
Dr. JAMeEs M. Hirzror said that there are a number of 
have been devised for the repair of tears of the crucial ligament 
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upper projection of the lower posterior fragment. The fracture wv ther 
reduced and the foot placed in inversion. The bone graft was plac: it 
original bed and the wound closed without drainage. A circular pl 5 . 
was then applied from toes to mid-thigh with the foot in inversion a1 
flexion. The patient was discharged from the hospital January 7, 19 
an uneventful convalescence. The plaster case was removed after 
one-half months and union was found to be firm. He received 
physiotherapy for three months, and began to bear weight on the 
after four months. At the present time, there is about 30 to 40 
impairment of motion in the ankle-joint. The patient has a good 
bearing surface, and is able to carry on his activities without difficult 
Doctor Hirzror said that in treating these old fractures of the 
the liberation of both fragments is most important. He had show: 
this society (ANNALS OF SURGERY, March, 1932) a case in which tl 
a fracture of the fibula with a posterior fragment broken off from 
and displaced posteriorly. ‘The case was ten months old when hi 
it. After liberating both fragments, fibular and tibial, the dislocati 
foot was reduced, but in so doing the circulation of the foot was 
and that procedure had to be given up. So he devised an operatior 
he resected the lower end of the tibia, reconstructing the joint 
into the weight-bearing area. Four months after the operation the 
was able to walk on the foot and is now able to do almost anything 
foot, although he has some limitation of dorsal flexion. In anot 
operated on previously by another surgeon who made two incisions, D 
Hitzrot operated two years later because the woman was unable t 
the foot without a special shoe. After the operation, she could wear 
shoe. Unless all the fragments are liberated they cannot be gotten | nt 


position. In the first case reported even this was unsuccessful but 
tion devised at that time seems, after the lapse of four years, to beet 


successful. 


NON-SPECIFIC GRANULOMA OF iLEUM ILEOCECAL RES 
RESULT NINE YEARS AFTER OPERATION 


Dr. DONALD GORDON presented a woman, forty-nine years 
was admitted to Roosevelt Hospital April 19, 1923, tor pain in t rig! 


side of the abdomen. She was fairly well until three years ago, when irregu 
lar attacks of pain in right side of the abdomen began. During on 
attacks she was operated upon for appendicitis. At the operation, th 
appendix was found to be normal, but it was removed, and at that tir 


thickening of the ileum and cecum was noted, but on account of her 


tion, resection was considered too dangerous. She was better fo 
after the operation, but gradually developed the old discomfort, w! 
tinued to grow worse until one and one-half years ago, when, after 
attack of pain in the right lower quadrant, a mass remained in the rig! 


lower quadrant. ‘This mass is very tender, and requires her to support it 
when she turns over in bed, and to protect it in every way. She has cut 
down on all food, until she is now taking only toast, tea, and milk. She has 
frequent attacks of nausea and occasional vomiting. Bowels move two t 


three times a day with Squibb’s paraffin oil. Bowel movements of a diarrha 
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Dr. Jonn M. HAnrorp cited a similar case. The patient 
cardiac, a woman, about thirty years of age, Sut had compensatior 
came to the hospital with acute ileus. At operation a large fusifor 


was found in the terminal ileum. This was resected and it was p 
make an end-to-end anastomosis very near the cecum. Jejunostomy 
and the patient recovered. She still has attacks of abdominal cram 
but on account of the bad cardiac condition no further operation 
advised. 

The specimen removed showed thickening of the gut wall, nai 
the lumen and ulceration of the mucosa. Microscopically —The n 


ings were replacement of mucous membrane by granulation tissue, det 


tration with mononuclear cells and tremendous dilatation of the lym; 
in the adjacent mesenteric lymph-nodes. Dr. A. P. Stout, the 
pathologist, stated that it was an “entirely unexplained ulcerative 


the ileum.” 


Dr. Cartes L. JANSSEN referred to a similar case. The patient 
young woman, twenty-one years of age, who had symptoms of acut 
dicitis. Before coming to the hospital she had been ill about fourtee 


with elevation of temperature and a mass in the right lower quad: 
mediate operation was done and the cecum and terminal ileum vw 


to be matted together. The appendix was removed with great 
account of the thickening. The patient had a stormy convalesce: 
three days afterward developed a fecal fistula. Pathological e» 


showed a marked thickening of the wall of the appendix but no 
That fecal fistula had developed raised the question of tubercu 
examinations of the chest were negative. [Examination of the cecut 
some deformity. An attempt was made to close the fistula wit! 
attempt on the cecum. wo holes were found, and it was conc! 


the fistula was the result of the breaking down of the cecum throu 


inflammatory reaction. The patient leaked some fecal material 
operation and from time to time there has been some fecal discl 
tuberculosis was ruled out it was thought a granuloma should be 
asa possible cause. 

Dr. Cart Eccers said that he had operated on two patients 
difficult to classify and who probably belong to the group of 
granuloma of the intestines. Both presented large palpable tun 
right lower abdomen which disappeared completely after an ileo 
followed by X-ray treatment. 

The first patient, C. T., fifty-seven years of age, came undet 
October 14, 1919, with symptoms suggestive of incomplete intesti1 


tion. An X-ray examination was not made at that time. Unde 


treatment the symptoms improved and he was not seen agai 
months. In February, 1920, he again complained of abdominal 1 
pain over the right lower quadrant associated with constipatior 
diarrhoea. ‘There was no vomiting and no blood was noted in the sto 
were no urinary symptoms. Rontgen-ray examination did not hel 
nitely establishing a diagnosis. The patient was anemic and had 
Abdominal examination showed a large, nodular tumor on th 
tender to touch. 

Operation, February 19, 1920.—Five-inch right rectus incisior 
fluid. A large tumor presented which fixed the caecum and the 
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carcinoma. <A biopsy could not be done without infecting the perit 
On account of its size and extensive attachments a radical operatio1 me 
impossible, especially in view of the patient’s cardiac condition. A 


was reached to do an ileocolostomy, to give the patient X-ray treatm: 
later to attempt removal of the tumor if the condition warranted it 

The ileum was therefore divided about four inches from the 
valve. Both ends were closed and the upper one then united to tl 
of the transverse colon by a lateral anastomosis. 

The convalescence was uneventful. The wound healed by prin 
A series of six X-ray treatments was given from June 4, 1931, to 
1931. A second operation was then decided on for the purpose of 
the tumor. 

June 17, 1931 (one month after the original procedure), under 
anzsthesia, the old incision was reopened and extended downward for bette: 
exposure. Extensive adhesions were encountered and after they were sey 
arated it was found that the large tumor mass had almost complete! 
peared. All that remained was a small infiltrated tumor mass 
against the lateral pelvic wall. The land marks were ill defined. Th« 
node tumor had also practically disappeared. A resection was co! re 
unwise as they were apparently dealing either with an inflammatory 
granuloma of some form, or a very radio-sensitive border-line tumo 

The ascending colon and cecum were found to be in a state of Dse 
There was apparently no regurgitation of feces into this exclude 
gut and there was therefore no reason to believe that it would 
later on. The abdomen was therefore closed without drainag: 

As soon as the patient’s condition permitted he was given another series 
of six X-ray treatments between July 7, 1931, and July 18, 1931 
discharged completely relieved of abdominal symptoms and_ wit! 
palpable tumor. He has subsequently received some more X-ray tri 

In February, 1932, he was re-admitted on account of acute br 
chronic myocarditis, and auricular fibrillation, which subsided under treat ' 
ment. At that time no tumor was palpable, and a barium clysm 
good outline and normal function of the bowels. 

At present he is in good condition. 


" 


Dr. Epwarp W. PETERSON referred to a case he had shown be 
society five years ago. In July, 1918, at an operation for the relief 
of the gall-bladder, it was found that the patient was also suffer 
tuberculosis involving the cecum and appendix. As the peritor 
thought to be of the peritoneal, rather than of the enteroperitoneal variet 
nothing was done at the time except the removal of the appendix and ¢ 
bladder. Seven months later the patient was operated upon by the lat 
Doctor Silleck for partial intestinal obstruction. Massive infiltration of the 
cecum and ascending colon gave the impression of inoperable malig: 
Doctor Silleck closed the abdomen and ordered deep X-ray therapy 
study of the previous record convinced him that he was dealing 
extensive hype rplastic tubercul: sis and not with a malignant condition. Fol 
lowing intensive X-ray nyo ye the tumefaction in the right side of the 
abdomen disappeared and all abdominal symptoms were relieved. [or over 


six years the patient considered himself perfectly well, but in July, 1925, he 
was again operated upon for partial intestinal obstruction. An exploratory 
operation revealed a small tumor obstruction at the ileocecal valve, numerous 
scars on the cecum, ascending colon and mesentery, but there w disay 


pearance of the massive hyperplastic tuberculosis encountered by Doctor 
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very careful physical examination at that time, including an X-ray 
the chest. Nothing was found which apparently had any relation t 
diagnosis of mediastinal cyst. His only definite finding was an impacted right 
upper molar. After its removal all symptoms promptly disappeare 
When seen by Doctor Eggers March 14, 1932, her general 11 
was good. There was moderate dyspnoea, even on slight exertion 
eral examination was negative. 
The lower part of the neck looked widened and full, but nothing 
could be palpated. The thyroid was not enlarged. 
Over the upper anterior chest there were numerous dilated 





Fic. 2 Mediastinal dermoid cyst, capacity 1,000 cubic centimetres, bef 


veins which extended laterally from the upper sternal region overt 
On inspiration there was marked retardation noted over the right 
Posteriorly nothing abnormal could be made out, while ante 


was flatness on the right side, extending from the second rib downwat 
the diaphragm. It extended beyond the median line on the left t 
anterior axillary line on the right. Breath sounds were present 


entire area, however, and seem quite normal. 
The heart sounds were slow, regular, good force, 90 per minut: 
As soon as the patient lay down her face and neck became 
and swollen, and her eyes bulged and began to water. 


The impression one got is that there was pressure on the large vessel 
rather than on the trachea. As soon as she sat up the condition readjust 
itself. 
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turned on her abdomen several times and in that position complete! 
the cyst with relief of symptoms 
She was allowed out of bed on the tenth day and her progress 
uninterrupted, until she was completely free of symptoms. At the 
of the operation it was expected to follow with a second stage in 
weeks, even though the difficulties connected with the extirpatior 
were known. However, several points of interest had been noted w! 
him hesitate. The sac had shrunken to such a degree that it was n¢ 
to feel its limits in all directions. The secretion had markedly di 


The pathological examination of part of the excised wall of tl 





Fic 3 Mediastinal lermoid cyst twenty-five days after operatior { 
cubic centimetres 


shown that it was devoid of distinctive lining membrane, thous 
parts there was thick skin with hair. This awakened feeling that 
reason to hope for considerable more contraction of the sac until 
portion remained which had a definite epithelial lining. It might 
to later destroy that with an electric cautery. At present he was 
see what nature would do. 

Injection of the remaining cavity three weeks after operatior 
it held only about thirty cubic centimetres. (Fig. 3.) An X-ray 
time demonstrated this small residual cavity. 


Dr. ALLEN O. Wuippce said that about two years ago he hi 
at the Presbyterian Hospital on whom he operated for a cyst 
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on the right side, but on the left side, corresponding to the regior 
entrance of the left ureter, there was infiltration and tenderness. The 
genitals were normal. ‘The urine was slightly cloudy. 

A few days’ observation, associated with urine examinations, 


Rectal examination revealed a small prostate. There was no te1 


cystoscopies and X-ray examinations brought out the following point 
urine at times was clear, then again cloudy. ‘There was no fever. Th 


mass in the kidney region completely disappeared with relief 


Cystoscopy showed a normal bladder and both ureters were easily cathet 


On the right side clear urine was obtained, indigo-carmine in good 


~ 


HY DRONE PHROSI 
AND 
HYDRO URETER 


Fic. 4 Hydronephrosis and hydro-ureter injected with sodium-iodice 


tration was received in five minutes. On the left side slightly tur| 
was collected but no indigo-carmine was excreted. A pyelogram don 


left side by blocking the ureteric orifice and injecting twenty cubic centi 


sodium iodide showed a pouch-like area size of a hen’s egg just 
bladder, while the kidney and ureter were not outlined. 

These various findings pointed to an old, rather quiescent suppurat 
of the left kidney and ureter, probably not tuberculous in nature 
mass which was felt on the original examination must probably be cor 


a hydronephrosis. A cystoscopy was therefore repeated for the purpo 


filling and outlining the suspected sac. About 300 cubic centimetr 
iodide were injected into the left ureter without causing any discor 
the accompanying picture obtained. (Fig. 4.) There was present « 
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epigastric pain. Two years ago he began to complain of epiga 
coming on at irregular intervals from two to four hours after m« 

Under treatment he was relieved and his health had been excel 
three weeks prior to the present admission. At this time he aga 
pain occurring two to four hours after eating. The pain was locat 
epigastrium, radiating to both the right and left and, at the few ti 
very severe, to the interscapular region. There was neither nausea 
ing at first. Eructations helped slightly, and soda gave distinct ré 
intermittent pain is usually at night. 

The gastro-intestinal X-ray showed normal tone and _peristal 
stomach, but a constant filling defect involving the lesser curvatur: 
of the pre-pyloric zone. He had no anemia. Blood Wassermann 
tive. The stools were negative for blood. His appetite was exc 
his history of pain with relief by soda and prompt subsidence ot 
with alkalies and diet was certainly more in favor of ulcer than « 


At operation the following pathology was found: The stomach 
flexible. Just proximal to the pylorus, on the lesser curvatur: 
lesion roughly two and one-half centimetres in diameter he 
peritoneum was puckered. The mass was irregular, and it w 


whether it represented a small carcinoma or merely the thickening « 

with a crater and irregular margins. No enlarged glands were fou 
A partial gastrectomy was done. The crushing clamps wer 

a convenient point above the incisura, the stomach immediately dist the 

clamps being soft and flexible, apparently the entire pathological r 

just pre-pyloric. 


Pathological Find ngs tS The specimen consisted of a seg 
which measured six centimetres along the lesser curvature and thirteen 
At the distal end there was palpable in the wall a distinct thickeni 
within about three milligrams of the cut end. This was most marked 
surface but also extended along the greater curvature, and up the 
It was about two centimetres broad. The peritoneum over it was not stipy 
On section this thickening apparently consisted of a very marked 
the musculature above which the mucosa and submucosa were distinct 
were apparently free from tumor or ulcer. One centimetre from thi 
the stomach on the lesser curvature there was a punched-out ulcer wi 
one centimetre in length and eight milligrams in breadth. It was oval 


round 


axis along the lesser curvature On section this ulceration was 


muscular coat but there was no marked thickening of the ulcer edges 


neoplastic grossly. 

Two small, soft, lymph-nodes about three milligrams in diameter 
the omentum on the lesser curvature and one five milligrams in diameter 
curvature. This was partly replaced by fat 

Microscopical —Section through the ulcer showed that the ulcer bed 
with slough and that it rested upon a mass of scar tissue which complete! 
muscular coat and extended out into the subserous layer. Caught i 
were a number of nerve bundles which were surrounded by thick-layered fil 
In the ulcer bed immediately beneath the necrotic tissue were many capil 
came close to the surfacs The scar tissue was infiltrated with great 
eosinophilic leucocytes. The mucous membrane at the margins of the ulcet 
ingly vascular and showed distortion of the glands with some hyperplasia 
glands were dilated and formed tiny cysts. 

Sections through the pylorus showed a tremendous thickening of the 1 


which was I.3 centimetres at its thickest point and one centimetre wid 
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TUMORS OF THE SMALL INTESTINE 

Dr. Henry W. CAve read a paper with the above title for wl set 
ANNALS, August, 1932, p. 269. The reading of the paper was preface 
by the presentation of two patients: 

Case I.—A man forty-one years of age, was admitted to the Let 
tarium March 25, 1931, complaining of weakness following collaps¢ 
severe intestinal hemorrhage. 

For the past three years the man has had an indefinite pain in 


men, irregularity of bowel movements and considerable flatus \ ppendix 
was removed some years ago. Two years previously had been tre 
colitis. In February, 1929, a gastro-intestinal series was done which prov 
to be negative. The gall-bladder visualization at the same time showed th 
gall-bladder to be apparently normal. 

His present illness began in the late afternoon of March 25, 193 vhet 


while preaching a Lenten service, he suddenly collapsed and was un 
for a few minutes. He was taken to his home and then to a s 
After arrival at the sanitarium he had a large bowel movement in the 
which without question contained a considerable amount of old | 
copious, dark, tarry stool. 
His hemoglobin was $5 per Cent. > Red blood cells, 2,250,000 Lhe 
ing day he had a transtusion. During the next month he had several ver 
large hemorrhages while he was in the hospital. Numerous complet: 
intestinal series were taken, all of which proved to be negative, until, on \ 
8, 1931, the rontgenologist reported a constant small diverticulum of 
portion of the duodenum. He also states that this was not noted on the plates 
taken a month previously, but a review of these former plates in light 
finding showed an imstance of its presence. He goes further to stat 
diverticulum has become larger in the past few weeks and might 
forating ulcer of the third portion of the duodenum. 
Pre-operative Diagnosis.—Bleeding diverticulum of the third 
the duodenum. Diagnosis at operation.—Tumor of the jejunun 
mately ten inches from the duodeno-jejunal junction. 
Procedure.—Resection. Side-to-side anastomosis. 
Pathological Report—Leiomyoma of the jejunum. 
This case was presented as one with unusually severe hamorrh: 
a tumor of the jejunum, to emphasize that early exploratory celiotomy 
justifiable in indeterminate intestinal hemorrhages. 


Case I1—A woman, forty-five years of age, entered Roosevelt Hospit 
October 16, 1927, complaining of pain in the right upper quadrant of the 
abdomen. Her present illness began about one year ago with a vague feel 
of depression and also distress in the right upper quadrant of the abdomer 
Particularly has this discomfort been aggravated after eating of meat. Aside 
from these symptoms and a few vague aches and pains in the back, her preset 
illness has been unimportant. [xcept for a tenderness in the upper abdomet 
just to the right of the mid-line in the epigastrium her physical examinatiot 


was entirely negative. 

X-rays.—Her gall-bladder showed a very faintly visualized, st 
tracted gall-bladder with a poor concentration of dye; no stones identified. It 
was set down that failure to concentrate was due to a functional or some 1 
flammatory mucosal changes; the dye test was considered only suggestiv’ 
However, a pre-operative diagnosis of chronic cholecystitis was mad 
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STATED MEETING HELD MARCH 7, 1982 
The Vice-President, Dr. Watrer E. Ler, in the Chair 


Dr. Carvin M. Suyrn, Jr., Recorder 


RETROPERITONEAL SARCOMA 


Drs. E. L. Eviason and L. K. Fercuson presented a woman, aged 
years, who was admitted to the Medical Service of Dr. Alfred Stengel, Octobe: 
She complained of epigastric distention, belching and indigestion, associated wi 
bing over the epigastrium. Eight months before admission the patient noted 
mass in the abdomen at the level of the umbilicus. The mass gradually iners 


1 


For ihe month preceding admission she had a marked gastric distentior 


after taking any sort of food. There was an associated pain in the upper ab¢ 
lieved by soda which gradually disappeared after epigastric massage. Her 
good. After each meal defecation was necessary. Her stools were soft or 


but did not contain blood. She noted in addition an increasing cedema of the 
slight frequency of urination with noctura two to four times. There was 
weight, her average being 134 pounds. She weighed on admission 137 pounds 
medical history was not significant. An interval appendectomy was performs 
before admission. There was a systolic murmur at the base of the heart 
epigastrium was a firm, round mass measuring eight inches in diameter. The 
freely movable in the abdomen and the skin moved over it. It seemed to exten 
under the left costal margin. 
The routine examinations of the blood and urine were within normal lin 
the various blood-chemistry determinations. X-ray examinations of the gastt 
and urinary tracts showed no Significant abnormalities except for a defor: 
greater curvature of the stomach, and a suggestive outline suggesting a tur 
was disclosed by a barium enema 
She was readmitted December 1, 1927, to the surgical service of Doct 
Since her previous admission she had had frequent attacks of vomiting after 
had developed a backache in the lumbar region. At operation December 2 a mass about 
seven inches in diameter was exposed. It was round, fairly firm, smooth and 
the anterior layer of the transverse mesocolon. Many large veins surrounded it After 
dividing the anterior mesocolon, a friable tumor was exposed which bled fr 
mass was carefully freed from the anterior and posterior layers of the mes¢ 
moval of the tumor showed clearly its location between the layers of the 
mesocolon. It was well encapsulated and apparently entirely removed 
nounced by the pathologist to be a spindle-cell sarcoma. The post-operative 
uneventful. She was discharged fifteen days after operation 
Examination December, 1931, showed the abdomimal wound well heale 


toms; no abdominal masses palpable 
SPLENECTOMY FOR SICKLE-CELL ANAZMIA 


Dr. Freprick A. Boru: reported the case of a colored boy, two y 
.*+« smonths of age, who was admitted to the Children’s Hospital April 3, 193) th the 
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relieved of symptoms, the interval between the attacks is much gre 
length, and the attacks are not so severe. The symptomatic improvem: 
apparent when contrasted with the untoward progress of symptoms as 
with each succeeding admission prior to operation. 

Sickle-cell anzemia is a disease which is almost entirely limited to Neg: 
In the past few years, however, Castana, Stewart, and Lawrence hav 
ported cases that have occurred in the white race. Two distinct cond 
are known: (1) Sickle-cell trait, or sicklaemia, as suggested by Stewart ; 
(2) the active phase of sickle-cell anemia. In patients showing the 


he “‘oats 


cell trait the red blood-cells will undergo transformation into t 

“sickle” shapes in an anaérobic preparation. When the sickling occurs 

circulating blood and anemia develops, it is considered the active 

Patients who develop the active phase usually die before thirty years 
+ 


Neg Toes ha Tie 


Studies have shown that approximately 7 per cent. of all 
sickle-cell trait and a small percentage of this group develops the activ: 

The cause for the sickle-cell formation is not known. Joseph believ: 

due to a disturbance of hematopoiesis, in which the red blood-cells are ett 

so that they absorb an unknown substance common to all blood plasma 

normal cells will not absorb. ‘This substance remains attached to the sui 

of the cells, probably lowering the surface tension. It can be washed 

salt solution, after which the cells assume normal shape; when placed 

in blood plasma, whether of a normal individual or of one possessi 

sickle-cell trait, the abnormal forms reappear to the same extent as original! 
The anemia itself is due to hemolysis and phagocytosis of the red bloo« 


The following is a brief description of the disease: 


Symptoms.—The most constant symptoms are weakness and fatigue aci 
by fever. Pains in the extremities are common, and in many cases predomi 
most frequent locations of these pains are the upper end of the tibia and the vicinit 
ankle-joint. The classical symptomatology and local findings of acute osteon 
not uncommon. Cases have occurred in which the differential diagnosis has 
difficult that caution should be used in operating upon Negro children until t! 
has been studied to determine whether sickle-cell anaemia or a true osteon 


the cause of the symptoms and local findings. In some cases severe pain in th 


trium simulating an abdominal crisis is the outstanding symptom. Pain and stif 
the muscles may occur. These patients are very prone to develop ulcers ot 
tremities even from minor traumas because of the lowered resistance. The 
usually about 1o1° to 102°. These symptoms occur in attacks at about three 


week intervals and last from five to fourteen days. 

The pathological changes present are so similar and so constant that it ma 
that sickle-cell anemia is a definite entity from the standpoint of pathological 
The most significant pathological changes occur in the spleen and the bone-mar 
capsule of the spleen is thickened. This organ is usually overfilled with blood 
a large amount of pigment both iron-free and iron-containing. The trabecule ari 
more prominent than normally due largely to the atrophy and disappearanc« 
pulp. Many trabeculae are found moderately impregnated with dense calciur 
Malpighian corpuscles are either small or have disappeared beyond recogniti 


arterioles and capillaries are much congested. The sinuses are dilated and cont 


bizarre forms of erythrocytes. Hzemosiderin granules can be found in clumps throug! 
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extend outward from the outer table and inward from the inner, in cases of 
meningioma. These points are essential in the differential diagnosis. Mam 

case reports of sickle-cell anemia mention the fact that no bone changes wer 
present. It seems it can be taken for granted in this case that the thickening 

and raising up of the outer table are due to the anemia but the process has 

not advanced to the stage of perpendicular striations as found in the cases 
erythroblastic anemia as described by Cooley. 

Dr. GeorGE P. MULLER said that in September, 1926, he did a splenectomy 

for this condition in an octoroon boy. At the time of operation the splee 

was exceedingly small; the case was reported later by Stewart, in 192; \t 

the time they were skeptical of the value of the splenectomy as the splee: 

had gone on to complete fibrosis. This boy was studied in 1931, is perfectly 

well, has grown, but still has anzemia, 54 per cent. hemoglobin, 2,000,000 red 
blood-cells and sickle cells. 

Doctor Borne said that the finding of a hypernephroma in a patient s: 

young is unusual, although they are occasionally reported under ten years of 
age. The location is very unusual. Adrenal rests of the liver have bee 
reported as well as primary hypernephromata, the former very much mor 
frequent. The speaker knows of no case of primary hypernephroma of the 

liver in early infancy. Unless one studies this tumor closely, histologi | 
might easily be interpreted as a mixed tumor. The cells, however, are of th 

same type throughout. ‘They appear as those found in the zona fasicularis of 
the adrenal. The areas in which the cells appear to be in acinar arrangement 

are probably due to a tubular-like placement, cut in cross-section, or a cet 


tralized liquefaction necrosis. The precocious development of th 


is in accord with adrenal tumors. 


TUMOR OF THE LIVER OF ADRENAL ORIGIN 


Dr. James B. Mason and Dr. JoHNn SpeeEse reported the case of a w 
seventeen months, who was admitted in the service of Dr. John H. Gittin 
Children’s Hospital, February 2, 1926, with the chief complaint of sever: 
dominal pain, and high fever (103° F.). These symptoms had developed sud 
week before admission, and with but slight remissions had persisted. Ther 
vomiting or diarrhoea. There was a negative family history and the past medi 
was without incident except for an episode of acute gastro-enteritis in November 25 


The infant was very anemic. The abdomen was distended and showed a1 
ecchymoses about the umbilicus. Palpation revealed a hard, irregular, tender n t 
left hypochondrium, which did not move with respiration, was not continuous wit! 
spleen, and which extended downward and laterally apparently toward the left 

There was a negative urinalysis. The blood studies showed a marked secondatr 
anemia. The blood Wassermann was negative. Three days after admission a trans 


fusion of 175 cubic centimetres of citrated blood was given. Five days after 
the leucocytes were 18,900, and the hemoglobin had decreased to 26 per cent. a1 
cytes were 2,510,000. One week after admission the patient was transferred to the surgi 


cal service of Dr. John Spees« 


February 9, 1926, Doctor Speese performed a laparotomy. A _ vascular 
size of a large orange was discovered attached to the under surface of the 1 t lobe 
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The reporter referred to a paper by Doctor Bothe in 1926, in wl 
discussed theories of adrenal rests and tumor formation. In a stud 
sixteen-millimetre human embryo, he noted the juxta-position of the 
cells of the suprarenal with the primitive cell masses of the liver, 


ovary, testicle, epididymis and uterus. He concluded that ‘‘one car 


the possibility of adrenal inclusions in any of these organs.” Both 
presented evidence that primary hypernephroma may develop in any 

organ which is the seat of adrenal rests, and he tabulated cases ot! 
hypernephroma of the liver by Adami and McCrae, Rolleston, S 

Vecchi and Noyes. Recent case reports by Abell and Ramsey give 

evidence to his contention for this organ. When hypernephroma 
children sexual precocity is frequently encountered. Goldzieher dri 

tion to this phenomenon in young girls, and pointed out that corti 

hyperplasia, or the presence of adrenal tumors or hypernephroma, 

causative factors. In boys he believed that pineal tumors, ot 

teratomas were responsible for sexual precocity in more instances t] 

adrenal tumors. There are numerous case reports in the recent literat 
Schweizer, et al., Orru, Harris and Plewes, and Ismail, who present 

sexual precocity in children, due to suprarenal tumors in on 

another. ‘That sexual precocity does not develop in all instances 

tumors, testicular teratomas or pineal tumors, Goldzieher stated 

tion that many of these tumors are rapidly growing, and that th 
succumbs to th: alady before the anatomical changes incident t u i 


precocity have had an opportunity to develop. In this case, it is appat 

the pathological phenomenon which brought the patient to the hos] 

allowed the surgeon to discover a neoplasm of the liver, was the o¥ 

of a hemorrhage into the tumor, with the production of pain 

That the primary tumor was of adrenal origin rests upon a sound cyt 

basis, but that it was truly benign or of a low grade of malignan 

definite. The complete differentiation of cells of the tumor, the pri e ot 
a capsule, and the period of nearly five years of good health speaks 
neoplasm. The question naturally presents itseli—was death due t 
growing remnant of the primary tumor or was there an independent 
growth of greater malignancy—probably hypernephroma? It is 


that this latter opinion is likely correct. 
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PHILADELPHIA ACADEMY OF SURGERY 


BLADDER INJURY FOLLOWING WOUNDS IN THE THIGH 


Dr. ALEXANDER RANDALL reported the case of a man aged thirty-three, w! 
hunting on December 5, 1031, was in a crouching position, ready to shoot 
stranger fired in his direction. They both were stalking the same deer from 
approaches. Immediately following the report of this gun he felt an impact 
outer middle third of the left thigh. Having been wounded in the opposite leg 


the last war, he realized that he had been shot; but soon finding that his lo: 
was not involved, nor any pain experienced, he made his way back to his com 
and from thence to his home. The wound of entrance was found, but theré 
evidence of hemorrhage or foreign body, and a simple dressing was followed by 
primary union. An X-ray failed to show the missile in the leg, but a picture of the 
pelvis depicted it in what was thought to be the muscles of the buttocks. A lays 
later, experiencing increasing difficulty at urination, but without having obset 
slightest amount of hematuria, he was cystoscoped and a round ball was seen to be ; 
lying free in the bladder cavity. There was a slight amount of ecchymosis on the lef 
lateral wall, but without evidence of perforation or any urinary extravasation it 
6, 1932, with a cystoscopical rongeur, it was possible to grasp the foreign bor 
withdraw it through the urethra in the beak of the instrument When exar 
was found to be slightly encrusted with phosphatic salts and to be a caribou 
The patient's recovery was uncomplicated. ; 
The only inconvenience that this foreign body created in the bladder, whi 
questionably entered at the time of the original wounding, was the blockage of tl 
internal vesical orifice at urination. At the time of the removal of the 
the only evidence at the point of entrance into the bladder was a_ punctat: 
the left lateral wall about three to four centimetres above the ureteral orific« 
was still one slight ecchymotic spot visible. 
TRAUMATIC PERFORATION OF URINARY BLADDER WITH RETENTION 
OF WOOD SPLINTERS 
Doctor RANDALL reported the case of a boy aged eleven, who was admitte: 
the hospital May 4, 1929. Five years before, the patient fell off a porch int g 
and fencing, at which time a splinter of wood entered the left thigh on the inne: 
of the lower third. An attending physician pulled out a long splinter of wood al 
plied a local dressing, and three days later the infected wound required hospit 
and dressings. One month after the accident, an abscess formed in the region of S ’ 
triangle. This was incised and pus and urine evacuated. Following this incision, urine ' 
continued to dribble from this fistulous orifice. The patient was then cystoscop 
rent observed in the left side of the bladder. A cystotomy was performed and _ th 
wound in the left lateral wall of the bladder sutured. Following this the fistul 
thigh closed for a month and normal urination was temporarily established 
abdominal incision broke down and became a urinary fistula. Six months 
fistula in the thigh likewise reappeared. During the past five years urine | passe 
through both fistulous orifices and the urethra, while the boy has been of 
kept from school, play and his normal activities. 
Study of this case, five years after the accident, revealed the following 
There was a patent suprapubic fistula discharging urine, and a second urinar 
over Scarpa’s triangle; the course of the wood splinter from the point of entranc: t 
fistula in the thigh had apparently been healed a number of years. Mild urinary sepsis 
existed, though the blood urea never exceeded thirteen milligrams to the 100 cubic cent 
metres. Study by cystograms failed to show any extravasation from the bladder 
though marked regurgitation up the urinary tract occurred. There appeared to be a 
complete breakdown of the uretero-vesica! sphincters with marked dilatation of both 
ureters and renal pelves. Cystoscopy revealed an unhealthy scar in the left latera 
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MEMOIRS 


WILLY MEYER, M.D. 
1858-1932 


Witty Meyer was born at Minden, Germany, July 24, 


at Bonn, then at Erlangen, and in 1880 took his M.D. at Bonn. After 


tary service as voluntary surgeon he became Assistant in the Surgi 


Witty Meyer, M.D. 


of the University of Bonn, which position he held for three years, i1 


of which he was First Assistant. 
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New York Academy of Medicine, New York Surgical Society, Pat 


Society, Deutsche Gesellschait fur Chirurgie, and Deutsche Gesellscl . 
Urologie. 

Not satisfied with the performance of routine surgery, he was | 
student of medical literature and was eager to grasp and accept 
that impressed him as being a valuable addition or improvement it : 
procedure, His enthusiastic advocacy of what he considered good 
while was always inspiring and often convincing. 

He loved to teach, and many house staff members who worked u 
appreciate how much they owe to the instruction received from Docto1 
as he entered into discussions with them on the minutest details in 
under his treatment. 

He will always be remembered as a sincere seeker for truth in 1 
science and as a diligent worker in its propagation. In the furtherin 
task he had undertaken he was often referred to by his friends as 
“live wire,” on account of the great energy he displayed. This cd 
a purpose served as a stimulus to many who had the good fortune to ; 
his work. Through his persona! charm he made many friends, and 
his earnest efforts in the cause of medical science he gained universal 

He had the good fortune to work in his chosen path to the very 
for, when he died, February 24, 1032, it was shortly after the 
meeting of the New York Surgical Society, at which he had taker 
discussion on cancer of the breast. 

RAN 
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EMORY GRAHAM ALEXANDER, M.D 


LSSO-1980 


Emory Al ,DER died in Philadelphia on August 29, 1930 He w 
born in Charlotte, North Carolina, in 188o He received his preliminat 
education at the University of North Carolina and graduated from tl 
jefferson Medical College in [QO4 His ancestors, both the Alexanders and 

1,- 


Grahams, have been conspicuous in the history of the country since Colon il 





davs ()y eraduatt mn Doctor Alexander became an intern at the | piscopal 


Hospital of Philadelphia (On completing his service, he took up the teach 
| | 

ing and practice ot surgery He was closely associated with Dr. H. ( 
Deaver, one of the surgeons of the Episcopal Hospital. \moneg his sub 


sequent teaching positions were Demonstrator of l*racture Dressit OS at the 
lefferson Medical College: Clinical Protessor of Surgery, Women’s Medical 


College, and Clinical Professor of Surgery at the University of Pennsylvania 
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EMORY ALEXANDER 






The last position, and that of Attending Surgeon of the [Episcopal HH 
he held at the time of his death. 


In addition to his Fellowship of the American Surgical Association, hi 
was a Fellow of the Philadelphia Academy of Surgery, of the Colleg 
Physicians of Philadelphia and of the American College of Surgery 
Doctor Alexander made numerous contributions to surgical literatur 
usually through the medium of the Academy of Surgery. 
During the late war he served as one of the surgeons of a Base Hospital 
in France with the rank of Major. 
Doctor Alexander’s success, which began at an early period in his 
fessional career, was due to his skill, his judgment and his enthusiasm 
Doctor Alexander married the daughter of Dr. John B. Deaver, who 
survives him. 
Joun H. Gippor 
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EDITORIAL ADDRESS 


The office of the Editor of the Annals of Surgery is located at 
386 Park Street, Upper Montclair, New jersey. All contributions for dl cinn 


publication, Books for Review, and Exchanges should be sent to 


this address. MD. 

Remittances for Subscriptions and Advertising and all business . . 

communications should be addressed to the 177 nf 
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